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HE literature pertaining to the appendix 
has been extremely illuminating and in 
many instances conclusive, during the 

past year. It is regrettable that a paper of this 
character cannot include all the excellent articles 
which were read in its preparation. The writer 
considers this compilation amply justified by the 
statistics of Murphy, herein quoted. 


ANATOMY 

Recent embryologic studies of folds, bands, 
and kinks have again demonstrated that various 
malpositions of the appendix are dependent upon 
partial or non-rotation of the gut. Schrup (1) 
reports a case of this character which presented 
the usual symptoms of appendicitis and cystic 
ovaries. At operation the cystic ovaries were 
found in the ovarian region, but there was no 
appendix, caecum, or ascending colon in the nor- 
mal position. The jejunum occupied the right 
half of the abdomen. The cecum was located 
behind the sigmoid. The appendix was long 
and congested. There were no adhesions. The 
mesocolon was apparently attached at the left 
side of the spinal column. The stomach, heart, 
and liver were in normal positions. A review 
of the literature convinces Schrup that complete 
transposition of the viscera is more common than 
the type which he reports. The pre-operative 
location of the heart on the right side would 
suggest the diagnosis in complete transposition. 
In childhood non-rotation of the colon accounts 
for unusual appendix positions. 


Corner (2) says: “Clinically, it is frequent to 
find in children that the caecum and appendix 
have not reached the iliac fossa, but have been 
delayed in their descent or become situated in 
the umbilical region. It is unusual for the left 
side of the abdomen or the pelvis to be reached. 
Appendicitis in the young is commonly atypical, 
and it is necessary to rely on the generality that 
acute abdominal disease in children is probably 
appendicitis.”” Other causes of malposition of 
the appendix in the adult are an abnormally long 
mesocolon and an unusually long appendix which 
may reach to the left side. 

Palamountain (3) reports a case of another 
type. His patient was a married woman, aged 18, 
a nullipara, who had had irregular menstruation 
for the past year. She was awakened by a sud- 
den severe, colicky pain in the midabdomen, 
which continued all night and was accompanied 
by vomiting. ‘The pain was localized in the left 
iliac region and continued all the next day, with 
occasional vomiting. Castor oil and hot applica- 
tions did not relieve the pain. The next day she 
was driven to town. Examination revealed a 
medium-sized woman in severe pain. She leaned 
to the left side and kept the left thigh flexed. 
Menstruation had been delayed two days. Her 
temperature was 99.5°, pulse 120. The abdomen 
was tympanitic and extremely tender over the 
left side; percussion was almost unbearable; 
muscle spasm was pronounced. There was con- 
stant pain over the left lower abdomen. The 
uterus was slightly enlarged and softened. The 
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ing acute tonsillitis. (2) The appendicular in- 
volvement may be only part of a generalized 
infection, hence the gravity of such cases is out 
of proportion to the local symptoms. (3) Such 
cases tend to become: atypical in their clinical 
course, and after smouldering, suddenly develop 
fulminating symptoms. (4) Chronic tonsillar in- 
fections should be kept in view as the possible 
cause of similar infections of the appendix. 
(5) At least some degree of local tenderness and 
rigidity is almost always to be elicited on careful 
examination of the abdomen in the right iliac 
region in appendicitis, though in rare cases these 
signs may be absent. 

The investigations of Savini (11) have con- 
vinced him that minute traumatic lesions of the 
appendix mucosa are very frequent. They are 
due to the presence of particles of carbon and 
iron. If these microscopic ulcers become in- 
fected necrotic appendicitis results. If they 
remain aseptic the condition found at operation 
depends upon the stage of connective-tissue 
repair. All stages of repair may be represented 
in different portions of the same appendix. He 
considers obliteration of the lumen to be in- 
variably pathological. 

Hughes (12) believes that the initial cause of 
appendicitis is mechanical, a rotation of the 
appendix about its mesentery, and the degree 
of rotation determining the severity of the attack. 


(7) a 


This movement is made possible by: 
movable, loaded cecum; (2) a loss of tone in the 


abdominal muscles. He affirms that a proper 
amount of exercise would decrease appendicitis. 
Battle (13) reports two cases in which the 
mucous membrane of removed appendices was 
deeply pigmented a brownish black. The dis- 
coloration was confined to the mucous membrane 
and evidently extended into the cecum. He 
had previously reported four similar cases. The 
patients were all women, all of whom had suffered 
from chronic constipation, and had had attacks 
of appendicitis. The deposit proved, on analysis, 
to be iron. Only one patient had taken iron. 
Battle believes that the rollers which grind 
the wheat for flour are the source. He found 
unusual traces of iron in flour, but it could not be 
separated from the flour by a magnet. He con- 
cludes that iron particles may be an etiological 
factor in appendicitis. The sharp bits cause 
traumatic ulceration of the mucous membrane. 
Suzuki (15) made microscopical examination 
of 108 appendices removed at operation. He 
concludes that: (1) The oxyures may be found 
in the lumen, mucosa, or submucosa of the 
appendix without produ¢ing symptoms or anat- 


omical changes. (2) The presence of oxyures in 
appendicitis is usually accidental. (3) A true 
inflammation is provoked when many parasites 
penetrate the wall of the appendix and the 
abraded tissue becomes infected from the lumen. 
It is extremely rare. (4) The oxyures may cause 
a non-inflammatory, painful morbid condition 
in the appendix accompanied by traumatic 
destruction of the tissue and hemorrhage, a 
pseudo-appendicitis. (5) Some defects of the 
appendix wall are artefacts, but occasionally a 
cleft is formed by the parasite. 

Sherrick (16) reports three cases of traumatic 
appendicitis. Case 1. A young man, plowing, 
received a hard blow in the right side of the ab- 
domen by the plow handle. Severe pain fol- 
lowed. He ran a typical course of appendicitis 
and died on the fifth day, having refused opera- 
tion. The autopsy showed peritonitis, and a 
perforated appendix with a concretion in the 
perforation. There was no history of previous 
attacks, but necropsy revealed evidence of previ- 
ous pathology. Case 2. A traveling salesman, 
by the derailment of a car, was thrown against 
the back of the seat in front of him. The severe 
initial pain soon disappeared, but returned a few 
hours later with typical symptoms of appendi- 
citis. Operation revealed a perforated, gangre- 
nous appendix. There was a history of two pre- 
ceding attacks. Case 3. A boy, aged six years, 
was struck in the abdomen by his brother’s 
elbow. He immediately complained of severe 
abdominal pain, which continued with vomiting 
and the ordinary symptoms. A physician was 
called on the third day. Immediate operation 
revealed peritonitis, a perforated appendix with 
gangrenous mucous membrane, and a calculus. 
Sherrick quotes the conclusions of Deaver as 
follows: ‘‘(1) From personal experience and a 
study of the literature, trauma is never the direct 
exciting cause in a normal appendix. (2) Acute 
appendicitis can follow a severe blow upon the 
abdomen, or severe muscular strain, but the 
appendix will present evidence of pre-existing 
pathology. (3) Acute traumatic appendicitis 
is most frequent in males, due to their more active 
life, occurring between the ages of 10 and 2s. 
(4) In an.appendix previously diseased the 
liability to an acute attack following injury 
depends upon the degree of injury and the 
pathology in the appendix at the time of injury. 
(5) The mortality is high, due to late diagnosis, 
rapid gangrene, and perforation, and late opera- 
tion. (6) When the history suggests traumatic 
origin, a record should be made of the cause of the 
injury and also of the operative findings.” 
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PATHOLOGY 


Stickney (17) reports the case of a woman, 
aged 39, who had had symptoms of chronic 
appendicitis for a year. At operation a small 
clubbed appendix was removed. The clubbed tip 
was a circumscribed solid tumor without lumen; 
examination revealed 5 small myomata in this 
area. Out of 647 reported cases of tumor of the 
appendix, only 3 were myomata. 

Primary carcinoma of the appendix, although 
formerly considered an extremely rare pathology, 
is stated by Meyer (18) to occur in 0.5 per cent 
of removed appendices. Meyer reports three 
cases. ‘The diagnosis was made microscopically. 
Pre-operative diagnosis is impossible, and diag- 
nosis at operation unusual. The condition is 
histologically malignant, but clinically benign; 
nevertheless clinically malignant cases do occur. 
The tumor occupies the appendix tip with obliter- 
ation of the lumen. The growth was noted to 
be of a yellowish brown color in one case. Ras- 
sieur (19) reports two cases. In the first the 
yellow color was noted on section and the diag- 
nosis made microscopically. The same color, 
observed on section in the second case, led to 
macroscopical diagnosis, which was later con- 
firmed by the microscope. 

Pseudomucinous cyst is a truly rare lesion. 
Phemister (20) states that it results from the slow 
accumulation of an altered secretion of the 
appendix produced by a mild inflammatory 
process. Most of the cases have occurred 
between the ages of 35 and 50. The fluid which 
accumulates during an acute attack of appendi- 
citis varies from serous to purulent or icherous. 
The accumulation either disappears rapidly with 
the subsidence of the acute inflammation, or 
escapes into the peritoneal cavity through a 
perforation. Persistence of this fluid with chronic 
cyst formation is rare. However, cases are re- 
ported of stenosis of the proximal portion, with 
pus accumulation in the part beyond, leading to 
the formation of chronic empyema of the appen- 
dix. Chronic hydrops following milder attacks 
in which the appendix is filled with a simple 
serous exudate is also very rare, because the 
mucous membrane is preserved in such cases, 
and its secretion changes the character of the 
contents so that pseudomucinous cysts usually 
result. The cause of the stenosis and retention 
of secretion is uncertain. It is probable that 
inflammation and involution are associated in 
varying degrees in the causation. Often there 
is no history of preceding attacks of appendicitis, 
and if so they have been mild. The lumen of the 


appendix is filled with a transparent, gelatinous 
material, which is usually quite thick. It con- 
tains no feces and usually no bacteria. There 
are few clinical symptoms and development is 
slow and painless. Sometimes the first symptom 
is the appearance of a mass in the right, lower 
quadrant of the abdomen. Phemister reports a 
case in which the removed appendix was 21 cm. 
in length, and 21 cm. inits greatest circumference. 
It was filled with a thick, gelatinous material. 
Portions of the wall were thickened and some of 
these areas suggested calcified plaques. 
Phemister states that pseudomyxoma peritonei 
results from rupture of the cyst. Frankel in 
tgo1 described the first case arising from a 
perforated colloid cyst of the appendix. About 
20 cases have been reported since. Perforation 
is usually symptomless and the pseudomucinous 
material is disseminated on the peritoneal surface 
in various sized masses. There are usually no 
symptoms subsequent to rupture as the contents 
are sterile. This condition is cured by removal 
of the cystic appendix, as the source of the mate- 
rial is removed and the remaining portion is 
absorbed. In a case reported by Ogilvie (21) 
the patient complained of something solid “ tap- 
ping him on the inside” at the appendiceal 
region while he followed his daily work. A hard 
irregular mass was palpable over McBurney’s 
point. A roentgenogram revealed a shadow 
which might be a calcified cyst of the appendix 
or a ureteral calculus. At operation a calcified 
appendix was removed. Examination revealed 


‘a pseudomyxomatous cyst whose walls were 


almost entirely calcified. The base of the 
appendix contained mucoid material, while the 
distal portion was filled with pus. 

Pfeiffer (22), in a paper on appendicular - 
obliteration, states that chronic appendicitis 
pathologically includes low grade inflammation 
and end-results of such an inflammation. The 
latter is evidenced by cicatrices, strictures, kinks, 
and by destruction and replacement of mucosa 
by fibrous tissue, with obliteration of the lumen. 
The latter is not a physiological process. In 100 
surgically removed appendices the occurrence 
of obliteration was most frequent during the age 
of active inflammation (20 to 30 years), and was 
not dependent upon the advanced age of the 
patient. This contention is borne out by a case 
recently operated upon by the writer. The pa- 
tient was 70 years of age, and the appendiceal 
mucosa was gangrenous with obliteration of the 
lumen only at the tip. Pfeiffer classifies three 
types of symptoms due to an obliterated appen- 
dix: (1) reflex, due to’irritation of the nervous 
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mechanism of the appendix; (2) local, due to 
mesenteric and peritoneal contractions and in- 
flammatory bands and adhesions affecting the 
appendix or contiguous bowel; (3) consecutive 
symptoms, general and local, consequent upon 
disturbed function of the illeocecal region. 
Simple appendectomy avails for reflex symptoms, 
but in local and consecutive symptoms only in so 
far as the operation permanently relieves the 
symptom producing contractions, sclerosis, or 
adhesions. The determination of these latter 
conditions and the appropriate treatment, there- 
fore, awaits further observations and experience. 

Another type of obliteration is described by 
Bonn (23), who reports seven cases of filiform 
appendices. A filiform appendix, so named and 
described by Eastman (24), is a slender, white 
cord usually covered, entirely or in part, by a 
pericolonic membrane. If only partially covered 
the unconstricted portion may be of normal size. 
The end may be free or attached to the parietal 
peritoneum. The constricted part is without 
lumen. A filiform appendix may be mistaken for 
an adhesion, or the appendix may be considered 
congenitally absent or pathologically destroyed. 
Bonn believes that two processes are associated 
in the production of the filiform appendix; name- 
ly, a chronic inflammation and an involution due 
to constriction by the accompanying pericolonic 
membrane. 

Judd (25) reports a case of ‘‘auto-amputation” 
of the appendix, a term used by Murphy (26). 
Judd’s case was a young man with indefinite 
symptoms of appendicitis. During a kidney 
operation the appendix was brought into the 
incision. It was connected with the cecum only 
by a fine adhesion. Pinching at this point with 
the fingers entirely separated the appendix from 
the cecum. There was no opening into the 
cecum. The proximal end was also closed. The 
appendix was 7 cm. long, not dilated, and con- 
tained a small amount of mucoid material. It 
showed the lesions of a chronic interstitial in- 
flammation. 


DIAGNOSIS 

The diagnostic value of rigidity of the right 
rectus has been so greatly emphasized, according 
to Randall (27), that many cases of appendicitis 
have been neglected in the absence of this sign. 
He states that ordinarily rigidity of the right 
rectus is a reliable guide, but in some cases 
rigidity of the right external oblique is present 
inits stead. These cases are mild, many patients 
are about and attending to business, and a high 
polynuclear count is the only indication of a 


serious condition. In over 20 cases seen the 
past year by Randall, with rigidity of the right 
external oblique, and not of the right rectus, the 
appendix was retrocecal or retrocolic. 

Ten Horn (28) reports that traction upon the 
right spermatic cord produces pain in appendici- 
tis. This he noted in 12 out of 15 cases. The 
cord is grasped above the testis and gently pulled 
without making pressure on the testis. He 
believes the pain to be due to irritation of the 
peritoneum about the internal ring. He doubts 
the value of the cremasteric reflex sign. 

Ruthkevitch (29) believes that chronic appen- 
dicitis is frequently diagnosed as some functional 
gastric or intestinal disorder of nervous origin. 
Many patients give no history of previous attacks 
or of characteristic pain. Constipation, tender- 
ness at McBurney’s point, and temperature are 
often negative. Ruthkevitch could not elicit 
Rovsing’s sign and leucocytosis was present only 
once. He concludes that there are no diagnostic 
signs of chronic appendicitis. Palpation is the 
best guide. He palpated the appendix in 60 per 
cent of cases and pain was produced in 88 per 
cent. The palpation also caused pain in the 
upper abdomen at the same time in many cases. 
His method of palpation is as follows: The flexed 
fingers of the right hand are pressed down between 
the external wall of the caecum and the abdominal 
wall. The fingers are then extended and an 
endeavor made to deflect the caecum toward the 
median line. This manipulation invariably pro- 
duces pain in chronic appendicitis. 

Bischoff (30) distends the previously emptied 
bowel with air through a rectal tube. By this 
means pain over McBurney’s point is elicited if 
the appendix is diseased (Bastedo’s sign). Pain 
over the appendix as ordinarily observed should 
not be considered diagnostic of appendicitis as it 
is caused by other conditions. 

Lanz (31) states that frequent and painful 
urination in children may be an early sign of 
appendicitis. When the finger is introduced 
into the right inguinal canal the muscles contract 
about it if the appendix is inflamed. The cord 
is painful and tender. Contrary to Ten Horn, 
Lanz believes that the cremasteric reflex is weak 
or absent in acute appendicitis. 

Sutton (32) reports a case of appendicitis with 
unusual features in a young, unmarried woman. 
At 5 a.m. he found the patient suffering from 
intermittent, colicky, abdominal pain; abdomen 
tympanitic; temperature and pulse normal. No 
abdominal tenderness. He gave soap-suds ene- 
ma, liquid diet, and castor oil. Diagnosis: acute 
intestinal indigestion. At 4 p.m. the tempera- 
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ture was 100°, pulse go; pain as before; slight 
localization of pain over McBurney’s point. 
Abdomen slightly tympanitic. Return of enema 
good, constipated mass. Treatment: ice-bag to 
right iliac fossa, liquid diet. Diagnosis: acute 
appendicitis. Called at 5 a.m. next day; the 
patient was suffering from sharp, shooting pains 
in the vulva, in addition to abdominal pain of the 
same character as before. Four ounces of clear, 
straw-colored urine were obtained by catheteriza- 
tion. Temperature 102°, pulse 110; marked 
tenderness over McBurney’s point; slight rigidity 
of right rectus. On consultation immediate 
operation was advised. At operation the distal 
end of the appendix was found in a ruptured 
abscess, firmly adherent to the posterior wall of 
the bladder, and a beginning peritonitis. Sut- 
ton believes the symptom of sharp, shooting pain 
in the vulva indicates an adhesion of the posterior 
wall of the bladder. This symptom is explained 
by the fact that the vulva and bladder are sup- 
plied in part by the sacral plexus. The diagnosis 
was complicated in this case by ovarian pain and 
by inadvisability of bimanual examination, as the 
patient was a virgin. 

Randolph (33) reports the case of a man who 
had an acute illness a few months before consult- 
ing him. ‘This illness confined the patient to 
bed and was accompanied by fever. The diag- 
nosis was sciatic rheumatism. Since then his 
health had been poor. He had lost weight, had 
dyspepsia and palpitation and was unable to 
work. He was apprehensive and thought he 
might have heart-disease or cancer. A clear 
cut diagnosis was impossible. Under hygienic 
treatment he improved. Three years later he 
had an acute abdominal attack, which was 
diagnosed as appendicitis. At operation the 
appendix was found to be very long and its distal 
end was situated against the spinal column, close 
to the upper division of the lumbosacral cord. 
There was a small abscess at the appendix. 
Randolph concludes that the initial attack of 
“sciatic rheumatism’? was acute appendicitis, 
with peripheral pain in the sciatic nerve due to 
the proximity of the inflammatory focus to its 
fibers of origin. This case illustrates that so- 
called sciatica is a symptom, not a disease, and 
most often the etiologic factor is to be found above 
the level of the sacrosciatic notch. 

The roentgenoscopic evidence in appendicitis 
is discussed by Eisen (34). He states that the 
first reports of X-ray demonstration of the appen- 
dix were made by English and French roent- 
genologists in 1913, but Americans realized the 
value of X-ray examination in 1912. Eisen con- 


siders X-ray findings a valuable aid to diagnosis. 
A normal appendix lumen does not rule out in- 
flammation. He reports 36 cases, from 16 to 
60 years of age. In 6 there was a stricture near 
the tip with inflammation distal to the stricture. 
He calls these cases “drum stick appendicitis.” 
No classical symptoms were present, nor clinical 
diagnosis made, in the majority of his series. 
Diagnosis was doubtful in most; in some the 
clinical diagnosis of gastric ulcer was made, 
while in others suspicioris of duodenal or gall- 
bladder involvement existed. In 30 out of 36 
cases he made roentgen diagnoses of appendicitis, 
which were confirmed at operation. The X-ray 
reveals the cause of vague stomach symptoms in 
appendicitis to be due to pylorospasm. Eisen 
considers the most valuable roentgen symptom 
to be pain on direct pressure over the appendix, 
or when making traction upon or displacing it. 

Imboden (35) states that the probable reason 
the normal appendix is not always visualized is 
that it fills and empties between observations. 
Failure in filling may also be due to: (1) oblitera- 
tion of its lumen; (2) adhesions or kinks near the 
proximal end; (3) an acute attack with infiltra- 
tion of the mucosa; (4) the lumen may be ob- 
structed by a fecolith or filled with contents not 
bearing an opaque material; (5) it may be retro- 
cecal, in which event if the caecum is partially 
empty the stereoroentgenogram usually reveals 
it. He concludes that: (1) Retention of appen- 
diceal contents after the caecum is empty should 
be regarded as suggestive of chronic appendicitis. 
(2) A tender area located in the course of the 
appendix must be regarded as suspicious. (3) 
The Trendelenburg position affords an unexcelled 
opportunity to study this area. (4) Stereoroent- 
genography affords the increased amount of 
information usual to this method in general. 

In response to the following questions: (1) 
What is the significance of barium retention in 
the appendix? (2) What is the significance of 
inability to demonstrate the appendix by means 
of the roentgen ray? (3) What are the roentgen 
signs of appendicitis? Personal ‘communications 
were received, as follows: 

Dr. James T. Case: “ Barium in the appendix 
is an abnormal phenomenon. It by no means 
indicates surgery. If, by accurate palpation of 
the barium-filled appendix, we are able to deter- 
mine adhesions, kinking, irregularities of the 
lumen, poor drainage (two to three days or 
longer), then we have surgical indications. The 
poorer the drainage the greater the danger. In- 
ability to demonstrate the appendix by means 
of the roentgen ray depends upon: First, obstruc- 
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tion of the lumen by an obliterating appendicitis, 
by turgescence of the tissues attending a recent 
inflammation, or kinking or adhesions near the 
base of the appendix. Second, the appendix 
may fill, but lie so definitely retrocecal, closely 
adherent to the cecum, that it cannot be seen. 
Also great local tenderness or rigidity of the 
abdominal muscles may prevent accurate manipu- 
lation. Nevertheless, when the appendix re- 
mains filled longer than the cecum, we can 
demonstrate it. Third, failure to use the fluoro- 
scope. Not once in 50 times is the appendix 
seen in the ordinary roentgenogram. Not even 
simple fluoroscopic observations will suffice. 
One must manipulate with the hands or with the 
wooden spoon or both. In acute appendicitis 
manipulation is unwise, but a barium enema will 
often identify tenderness on pressure as being 
over the appendix. I have discovered several 
cases of left-sided appendicitis in this manner. 
As to the roentgen signs of appendicitis: A. In 
acute appendicitis no signs are needed, except 
the barium enema, as above noted. B. The 
roentgen signs of a chronic conditjon are: (1) poor 
drainage; (2) localized tenderness on accurate 
palpation done under fluorescent screen guidance; 
(3) kinking; (4) irregularities in the lumen so that 
the appendix is bulbous at the tip, and especially 
poorly drained at the tip; (5) associated adhesions 
to the cecum and terminal ilium; (6) unduly long 
or unduly large appendix. All these signs need 
not be present. The diagnosis should not be 
based upon roentgen findings alone.”” (Dated 
December 9g, 1915.) 

Dr. G. E. Pfahler: ‘Barium retained in the 
appendix after the bowel is entirely empty prob- 
ably indicates a relaxed or inflamed appendix. 
Inability to demonstrate the appendix by means 
of the roentgen rays may mean that the appendix 
is obliterated or that it is filled with some other 
material and will not permit the barium to enter 
it. The roentgen signs of appendicitis are local- 
ized tenderness over the appendix, fixation, 
angulation, constrictions, local dilatations, adhe- 
sons about the cecum, incompetent ileocecal 
valve, and undue retention.”” (Dated December 
9, 1915.) 

McWilliams (36) suggests the difficulty of 
diagnosis in cases of chronic appendicitis in which 
local pain and tenderness are mild or absent. 
These cases are characterized by distant reflex 
disturbances. He classifies them as follows: 
(1) Pain type, characterized by colics in children, 
simulating gastric or duodenal ulcer, or gall- 
stones: This class includes cases of pylorospasm. 
(2) Nausea type. (3) Vomiting type. (4) Gas 


type. (5) Intestinal type characterized by 
toxemia producing anemia; chronic constipa- 
tion; chronic diarrhoea and colitis. (6) Bilious 
or toxic type with headache. (7) Neurasthenic 
type. Medical treatment is of no avail. He 
warns against the use of such terms as nervous 
indigestion, neurasthenia, gastralgia, intestinal 
toxzemia, and bilious headaches as indicating a 
functional disturbance unless an organic basis 
can be ruled out absolutely. 

Morley (37) calls attention to the frequent 
errors in the diagnosis of chronic appendicitis, 
particularly that type in which there has never 
been an acute attack, and which ‘is characterized 
by chronic pain and some tenderness, usually 
accompanied by constipation. He considers 
Lane’s kink to be a practically symptomless 
congenital band. Jackson’s pericolic membrane, 
also of congenital origin, may sometimes produce 
symptoms simulating chronic appendicitis, but 
more often these symptoms are due to the ‘‘mo- 
bile proximal colon” associated with it. The 
latter condition may be present without the mem- 
brane and with or without appendicitis. Inflam- 
matory bands in this region are tough, fibrous, 
opaque, and not very vascular, while congenital 
adhesions are translucent, more yielding, filmy, 
and vascular. Morley believes that chronic 
inflammation of the right adnexa is the com- 
monest cause of erroneous diagnosis. Often a 
precise pre-operative diagnosis is impossible. 
An adequate incision is imperative, preferably 
vertical through the right rectus. 

Longo (38), in a strikingly similar paper, 
groups these confusing conditions under the 
term “pseudo-appendicitis.” He, however, main- 
tains that Lane’s kink produces symptoms simu- 
lating chronic appendicitis. 

Kenefick (39) believes that spasm of involun- 
tary muscles may be caused by local irritation in 
chronic appendicitis. He cites three cases, one 
of false angina without subjective symptoms of 
appendicitis, the second, oesophageal spasm 
during deglutition with a negative history of 
appendicitis. Diagnosis of appendicitis was 
made by eliciting sharp pain on deep pressure 
over the appendix and by roentgenograms. 
Operation was refused in both instances. In the 
third case the patient was healthy until three 
years ago when she began to vomit immediately 
after eating. Two months later she had two 
attacks of acute appendicitis which subsided. 
She continued to vomit. Within a month an 
exploratory incision was made. The stomach 
was normal, the appendix was examined but not 
removed. Kenefick made the diagnosis of chronic 
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appendicitis by palpation and X-ray. This was 
confirmed by operation and the patient has re- 
gained her normal health. Kenefick says, ‘The 
irritation or traction spasm originates at some 
particular attachment of the appendix to a 
branch of the mesenteric plexus and reaches the 
musculature of the stomach by way of the mesen- 
teric and celiac plexus as follows: (1) hepatic 
plexus and plexus gastroduodenalis to the pylorus; 
(2) plexus gastro-epploica dextra to the pylorus 
and lesser curvature; (3) plexus gastroduodenalis 
to the fundus and region of greater curvature. 
Afferent impulses in general pass from an in- 
flamed appendix to the mesenteric ganglia, su- 
prarenal ganglia, vagus to medulla and cortex 
independent of the spinal centers.” 

Aaron (40) previously had noted that pressure 
over the appendix caused epigastric pain. Re- 
cently, while examining a case of chronic ap- 
pendicitis with the fluoroscope he induced a 
pylorospasm by pressure over the appendix, and 
coincident epigastric distress of which the 
patient had frequently complained. Aaron be- 
lieves this reflex pain is caused by pylorospasm, 
and ventures the opinion that the gastric 
symptoms of appendicitis are also due to this 
spasm. 

Aynesworth (41) states that the average in- 
cidence of appendicitis in children up to 15 years 
of age is 15 per cent. The large number of pus 
cases are due to late diagnosis and rapid develop- 
ment. Cases have been reported as early as the 
fifth week. Failure to make a diagnosis is due 
to oversight rather than to symptomatology. 
Unfortunately other acute, mild abdominal con- 
ditions are common, leading to late diagnosis, 
and children do not readily localize painful areas. 
The history is scanty. Nevertheless Aynes- 
worth believes that the diagnosis can be made 
» fairly early. Abdominal pain is usually the 
first symptom. Children with even slight peri- 
toneal involvement protect the abdomen very 
carefully. The appendix may be anywhere in 
the abdomen. When it lies in the pelvis there 
may be no abdominal rigidity, and tenderness 
only deep in the pelvis. In the presence of 
bladder irritation or doubt of diagnosis a rectal 
examination should be made. Pain, vomiting, 
tenderness, rigidity in any part of the abdomen, 
and fever strongly indicate appendicitis. Gastro- 
enteric affections must be excluded. Examina- 
tion of the lungs should be made in children 
whenever an acute abdominal condition is pre- 
sented. 

Fleischner (42) reports the following case: 
A child 8 years of age became acutely ill with 


fever, vomiting, and pain in the right side of the 
abdomen. ‘Twelve hours after the onset there 
was a_ leucocytosis of 30,000. A_ tentative 
diagnosis of appendicitis was made. Upon 
examination light percussion of the chest re- 
vealed relative dullness over the right lower lobe 
of the lung and on auscultation the breathing was 
slightly diminished. There was no distention of 
the abdomen and abdominal respiration was 
normal. Considerable pain was complained of 
over McBurney’s point and extending upward, 
but neither tenderness nor rigidity was com- 
mensurate with the pain. Operation was post- 
poned for twelve hours. At this time pneumonia 
symptoms were more evident. In twenty-four 
hours there was no doubt of pneumonia and 
pain had disappeared. 

Gage (43) states that pain, tenderness, and 
muscular spasm in the right iliac region occur 
during typhoid and render differentiation from 
appendicitis difficult. The difficulties are in- 
creased by the fact that the appendix does share 
in the intestinal lesions of typhoid, as instanced 
by case reports of ruptured typhoid ulceration 
of the appendix. Gage divides the appendicitis 
of typhoid into 3 classes: (1) appendicitis, an 
accidental accompaniment of typhoid, or a 
chronic condition become active; (2) typhoid 
ulceration of the appendix; (3) appendicitis oc- 
curring so soon after typhoid as to be due prob- 
ably to it. An unusual case of post-typhoid 
appendicitis was reported by Stokes and Arnick 
(44). A young man who had had typhoid 13 
years before, developed acute appendicitis. The 
appendix was gangrenous and the bacillus of 
Eberth was cultured from it. The Widal reac- 
tion was positive. Was he a carrier? Several 
cases have been reported of accidental complica- 
tion of appendicitis without evidences of typhoid 
involvement, but due to mixed infection with- 
out typhoid bacillus. Gage reports a case in 
which acute right iliac pain, rigid rectus, and 
vomiting developed when the typhoid tempera- 
ture had been normal for five days. The leu- 
cocyte count rose rapidly to 18,000. Laparotomy 
for probable perforation revealed an unruptured 
gangrenous appendix lying in a walled off abscess. 
The pathologist reported typhoid ulceration and 
the presence of typhoid and colon bacilli, as well 
as streptococci. Gage believes that careful 
examination of removed appendices for so-called 
accidental inflammation would reveal the pres- 
ence of typhoid lesions in many cases. He 
emphasizes the importance of a rising leucocyte 
count. 

Winslow (45) reports 4 cases which were oper- 
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ated upon early for rather typical symptoms of 
appendicitis. In these the Widal reaction was 
negative. Operation revealed a lack of appendi- 
cular pathology but the presence of enlarged 
retroperitoneal glands, thus leading to a tentative 
diagnosis of typhoid. Subsequently the cases 
ran through typical typhoid phases. Typhoid 
should be recognized by a low leucocyte count 
(although it may be low in serious or fatal appen- 
dicitis), by less muscular rigidity and tenderness, 
by more headache and the liability of typhoid 
occurring during the fall. Mistake in diagnosis 
may be avoided in taking the history by deter- 
mining whether fever or pain occurred first, 
whether pain was sudden and severe, or whether 
it followed headache, malaise, and fever. If 
rigidity is not pronounced, even though there 
be pain and tenderness in the right lower quad- 
rant, and if the leucocyte count is low, do not 
operate until the diagnosis is clear. 

Sappington (46) reports the case of a young 
lady, aged 21 years, who had complained of 
anorexia and malaise for three days and was then 
suddenly taken with general abdominal pains, 
without nausea or vomiting. Her temperature 
rose to 102.4° F., pulse 120, respiration 20, white 
cell count 12,000. The next morning, December 
27th, her temperature was 103° F., pulse 118, 
with pain and tenderness localized in the right 
iliac fossa. She had received the last of three 
immunizing injections of typhoid vaccine the 
preceding month. A diagnosis of appendicitis 
was made. Operation revealed an appendix 
which did not account for the symptoms. Her 
temperature continued between 103° and 104° F., 
and pulse above 110. December 28, leucocytes 
were 11,600; December 29, negative blood culture; 
December 30, Widal reaction, as anticipated 
from immunization, was positive; December 31, 
second blood culture was positive for typhoid 
bacillus; January 4, leucocytes were 5,400 and 
rose spots appeared. The patient ran an average 
typhoid course to recovery. 

Wolfsohn (47) reports several cases sent to the 
hospital with diagnoses of appendicitis. They 
were not acutely ill, but for a number of days 
had suffered malaise. They all had diarrhoca 
and pain in the abdomen, the diarrhoea being 
unaffected by medication. There was tenderness 
over the appendiceal region without rigidity of 
the abdominal wall. No typhoid bacilli were 
found in the stools, urine, or blood. Appendec- 
tomy was performed in to or 12 cases, followed 
by the immediate disappearance of symptoms 
and prompt recovery. The lesions in the appen- 
dix were mild, but in several cases cultures of 


typhoid and paratyphoid bacilli were grown from 
the inner walls of the appendix although absent 
elsewhere. These patients had previously re- 
ceived typhoid vaccine which apparently had 
rendered their tissues immune to the bacilli, with 
the exception of the appendix. 

In a review of 157 cases of kidney and ureteral 
stone Cabot (48) notes that of 26 patients who 
had been previously subjected to unnecessary 
operation for various non-existent abdominal 
conditions, ro had had appendectomy and 7 had 
had exploratory laparotomy. He states that 
renal colic is absent in many cases and when 
present may be mistaken for the pain caused by 
other abdominal lesions. The urine frequently 
remains normal. The X-ray is often negative, 
but a case in which the pain symptoms, X-ray 
evidence, and urinary findings are all negative, 
is very unusual. 

Braasch and Moore (49) state that when the 
pain of stone is localized to the area of the lower 
ureter, particularly on the right side, it may so 
closely simulate appendicitis that, given a normal 
urine, “an exploration of the appendix might be 
justifiable without preliminary roentgenographic 
examination.” 

Gage (50) states that in acute appendicitis the 
ileocolic glands may be moderately enlarged. 
They show merely inflammatory changes on 
section. He reports 11 cases, diagnosed and 
operated upon by him for appendicitis, in which 
the appendix was normal or approximately so, 
but he discovered several enlarged glands in the 
ileocolic mesentery. These were tuberculous. 
He excised the glands and removed the appendix. 
The prognosis of this local tuberculosis he be- 
lieves to be favorable following excision. 

Case reports of Meckel’s diverticulitis by 
Watson (51) and Strode (52) again demonstrate 
the impossibility of making pre-operative differ- 
entiation between this condition and appen- 
dicitis. 

Riggs (53) reports four cases of effusion into 
the bowel wall in which the symptomatology 
closely resembled appendicitis. A doughy sensa- 
tion in several cases suggested abscess. The 
effusion occupies the last few inches of ilium and 
may extend to the cecum. The lesions consist 
of a reddish, sharply defined thickening of the 
bowel wall and mesentery. He regards these 
as due to toxemia, with such outward evidences 
as urticaria, erythema, angioneurotic oedema, 
and purpura. 

Waller (54) reports the case of a girl 8 years of 
age who was seized with sudden, violent abdomi- 
nal cramps while at stool. She lost consciousness 











10 INTERNATIONAL ABSTRACT OF SURGERY 


but soon recovered. Nausea and vomiting were 
followed by relief. There was slight tenderness 
in the lower right quadrant. At operation, upon 
delivery of the appendix, the partially anzs- 
thetized patient strained causing the apparently 
normal appendix to inflate alarmingly. Pressure 
was required to accomplish deflation. The 
appendix contained a No. 6 bird shot. There 
were no inflammatory changes. Waller believes 
that this case accounts for hitherto puzzling 
attacks of acute colic in which the appendix was 
not pathological but contained small concretions 
or foreign bodies, these concretions or bodies 
acting as a ball valve, preventing ready deflation 
and producing symptoms of colic. 

Strauss (55) reports five cases of extraperi- 
toneal appendicitis which he classifies under three 
heads: (1) Those presenting a straightforward 
picture of appendicitis. In these cases the ap- 
pendix cannot be found until the peritoneum is 
incised near the caecum and the latter lifted up. 
(2) Those simulating a perinephritic abscess. 
This type is characterized by pain, tenderness, 
and_ swelling in the right lumbar region. 
Through the lumbar drainage incision it may be 
possible to remove the appendix without enter- 
ing the peritoneum. (3) If the appendix is not 
removed a persistent fecal fistula may result. 
Foetid pus obtained from a lumbar abscess is 
probably due to disease of an extraperitoneal 
appendix. Careful search should be made before 
deciding that the appendix is absent or has 
sloughed away. 

Lichty (56), who reports about 700 cases of 
appendicitis from the view point of the internist, 
is impressed with the fact that many cases of 
supposedly chronic appendicitis are operated 
upon without relief of symptoms. He summar- 
izes as follows: (1) A close co-operation of physi- 
cian and surgeon is necessary to obtain the best 
results. (2) Since only 8 patients out of about 
700, under all conditions and circumstances, died, 
the disease need not be considered with such 
alarm. (Lichty refers to cases hurriedly diag- 
nosed and operated upon for chronic appendicitis 
in which there may be no pathology in the 
appendix.) (3) An early operation during the 
first acute attack is not only safest but will likely 
prevent a life of more or less chronic invalidism. 
(4) A careful routine study of the leucocytes in 
acute appendicitis is of diagnostic value. (5) A 
routine study of the gastric secretion in chronic 
appendicitis yields valuable information (hyper- 
chlorhydria). (6) The end-results in cases of 
chronic appendicitis are often unsatisfactory and 
cannot be definitely foretold. 


TREATMENT 


Guthrie (57) reports the use of the serum and 
vaccine of colon bacillus in 22 cases of appendi- 
citis. All recovered without operation. There 
was one recurrence; here, too little of the serum 
was used and no vaccine. The relief from pain 
was striking. Serum should be used before pain 
becomes localized. He gives 20 ccm. of the 
serum and a few days later 100,000,000 colon 
bacillus vaccine to prevent recurrence. The 
“fixation of complement test” should be made 
and if some other organism is the determining 
cause a corresponding serum or vaccine is indi- 
cated. 

Syms (58) reports a mortality of 100 per cent 
in a series of peritonitis cases of appendiceal 
origin in 1904. The mortality of a series in 
1912 was 16 per cent. Improved operative 
methods have decreased the death-rate. Syms 
agrees with Murphy that perforative peritonitis 
tends to be localized or general from the very 
start, depending upon the kind of bacterium 
responsible and the patient’s resistive power. 
He disagrees with Stanton (59) in his conclusion 
that dissemination of peritoneal infection is 
largely a matter of peristalsis and that the quiet 
afforded by withholding food and water by mouth 
will prevent its spread. Syms believes in imme- 
diate operation at any stage of appendicitis. If 
infection is present a rapid, simple operation, 
with drainage, is indicated, the drains being 
placed between the intestines and the parietal 
peritoneum. The after-treatment consists in: 
washing the stomach if there is nausea, vomiting, 
or extreme sepsis, and withholding food and 
water per mouth for 24 to 48 hours; keeping the 
patient in the Fowler position; use of the Murphy 
drip; clear by the lower bowel by enemata to 
relieve distention; no cathartics, few drugs, no 
opium; stimulation if necessary. If the pulse 
or heart is weak, the Fowler position should not 
be used. Post-operative ileus is due to spreading 
peritonitis, septic infection, excessive manipula- 
tion at the time of operation, faulty placing of 
drains, failure to empty the lower bowel before 
distention, and the use of morphine or opium. 

The principles of the Ochsner method, as out- 
lined by Hicks (60), are as follows: The medical 
treatment, if it can be called such, consists in the 
prohibition of food, physic, and generally of 
water; lavage at times; rest in bed; mild heat 
applied locally. All cases seen in the first 24 
hours are operated upon at once if willing; a 
few are operated upon on the third day; but 
cases from the fourth to ninth days, especially if 
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very ill, are treated medically until a safer time 
for operation. 

Deaver and Pfeiffer (61) agree with Ochsner in 
their statement that early operation in appendicu- 
lar peritonitis is the rule, but is of no benefit and 
may be harmful in cases of more than 40 hours’ 
duration, with signs of diffuse peritonitis and 
marked systemic toxemia. Removal of the 
appendix is of no avail as that organ is buried in 
a mass of omentum and coils of intestines and is 
incapable of adding to the infection. Spreading 
peritonitis cannot be checked by surgical means. 
The best treatment is supplying rest to the 
alimentary tract by withholding everything by 
mouth. The Fowler position and enteroclysis 
are important. When the outlying inflammation 
subsides and localizes about the appendix the 
latter may be removed or the pus which is about 
it. The after-treatment consists in the sitting 
posture, enteroclysis, nothing by mouth, and 
careful nursing. 


AN ZSTHETIC 
In a consideration of choice of an anesthetic 
Bevan (62) states that drop ether should be 
chosen today as the standard general anesthetic 
when a prolonged anesthesia is desired with 
relaxation and unconsciousness. Gas_ should 
be chosen in short anesthesias and in special 
cases, such as kidney insufficiency. Local in- 
filtration anesthesia may be used when the sur- 
geon has the full co-operation of the patient and 
when the field of operation can be completely 
infiltrated and anesthetized by a safe amount 
of novocaine and epinephrin. He believes that 
nerve-blocking should as a rule be confined to 
nerves which are exposed by a dissection done 
under local infiltration, as in a herniotomy. 
Harris (63) reports 34 appendectomies done 
under nerve-blocking. The appendix is insensi- 
tive, but novocaine must be injected at the base 
of the meso-appendix. The method is safe and 
free from the dangerous sequelle of general 
anesthesia. The psychic element has been over- 
estimated. Dread of operation is based upon 
fear of pain which may be abolished by assurance 
that there will be none; upon loss of conscious- 
ness, which does not obtain with local anesthesia; 
and upon fear of the outcome. This fear may be 
mitigated somewhat by the fact that patients are 
apt to consider an operation which can be done 
with local anesthesia as less severe than one 
requiring a general anesthetic. Nerve-blocking 
teaches the surgeon to employ gentle manipula- 
tions which tends to decrease shock. 
Braun (64) says: “The writer confesses that 


after many attempts, some of them dating back 
a long time, he always returns to the same con- 
clusion; that is, to perform operations on the 
appendix under general anesthesia without local 
anesthesia.” 


INCISION 


Our views in regard to the most desirable in- 
cision for appendix removal have recently been 
modified. Brickner (65) states that the Mc- 
Burney incision is satisfactory for a simple 
appendectomy, but a presumably simple appen- 
dectomy may resolve itself into a more extensive 
operation requiring liberal exposure. The in- 
cision is not suitable for exploration of the upper 
abdomen, so often indicated, nor does it lend 
itself to enlargement. Its routine use would 
lead to otherwise avoidable technical difficulties, 
and conditions might be overlooked which would 
be observable through the right rectus incision. 

Harrigan (66) describes a modified McBurney 
incision for the treatment of appendicitis and 
pelvic disease as follows: (1) After removal of 
the appendix the peritoneum and _ internal 
oblique and transversalis muscles are sutured. 
(2) The skin incision is extended downward and 
inward toward the median line. (3) The aponeu- 
rosis of the external oblique is divided to the 
point where it fuses strongly with the anterior 
rectus sheath. (4) The anterior rectus sheath 
is incised parallel to the line of fusion of the 
external oblique muscle, leaving a sufficient mar- 
gin internally to suture. (5) The rectus muscle 
is freed, displaced, and retracted outward. 
(6) The peritoneum is incised. 

Rockey (67) describes the transverse incision 
as follows: The skin incision, 2 to 2.5 inches long, 
is made directly transverse with its center at or 
near McBurney’s point. The outer part of the 
rectus sheath is incised, dividing the tendinous 
border and the aponeurosis of the muscles on a 
directly transverse line. The scalpel handle is 
inserted below and the finger above and the 
wound pulled wide apart without cutting any 
muscle fibers. The external oblique fibers are 
retracted at the outer angle and the rectus at the 
inner angle. ‘Fhe peritoneum is divided trans- 
versely. Definite pre-operative diagnosis is 
essential as this incision is not adapted to other 
pathological conditions. In interval cases and 
acute cases before rupture the operation is 
facilitated and firm union obtained. In pus 
cases it gives direct approach. Drainage is 
placed in the outer angle of the incision, and the 
outer side of the cecum. Rockey believes that 
liability to hernia is diminished. 
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OPERATIVE TECHNIQUE 


Torek (68) has described a combined incision 
for appendectomy and right herniotomy. The 
skin incision usually employed in herniotomy is 
prolonged outward and the appendix is removed 
through a muscle splitting incision beyond the 
internal ring. 

An interesting variation of operative technique 
is described by DeTarnowsky (69). He advo- 
cates the routine removal of the appendix through 
the internal inguinal ring during right herniotomy. 
His results have been satisfactory in over 50 
cases. The cecum is distant only 4 to 6 cm. 
from the internal ring and can be partially or 
totally delivered. If the ring admits two fingers 
or can be easily stretched to admit them, he 
delivers the cecum with the index and middle 
fingers. A freely movable appendix may be 
delivered with the index finger alone. Gross 
pathology was evident in 30 per cent of the 
appendices thus removed. He does not advise 
this route in acute appendicitis. 

Neill (70) describes Cullen’s method of exposing 
a retrocecal and densely adherent appendix. 
The base of the appendix can usually be located. 
When this is accomplished blunt forceps are 
pushed through the meso-appendix at this point 
and a tape drawn through. Traction upon the 
ends of the tape brings up from three-fourths to 
one inch more of the appendix. Another tape 
is inserted as before and this maneuver repeated 
until the appendix tip is delivered. Usually 
three tapes are sufficient. The meso-appendix 
is clamped off and the remainder of the operation 
carried out according to indications. 

White (71) reports a case of appendicitis, 
drained with a rubber tube, in which an active 
hemorrhage began four days after operation and 
continued twenty-four hours, although packing 
was tightly inserted about the tube. He believes 
that the hemorrhage was produced by erosion of 
the deep epigastric artery by the drainage tube. 
Fatal hemorrhage has occurred from this source. 
The artery is frequently exposed, with its com- 
panion veins, in the incision. White applies 
two ligatures about one inch apart to these 
vessels in the lower angle of the incision. Free 
anastomosis insures adequate blood supply. He 
believes that ligation should be routine in this 
class of cases. 

Pettit (72) describes a method of drainage 
through the McBurney incision. The drainage 
tubes lie close to the ilium at the outer end of the 
split in the internal oblique and _ transversalis. 
These muscles are then sutured to the tubes. A 


slit is made in the external oblique close to the 
ilium and the tubes are drawn through. Finally, 
they are brought out through a corresponding 
small skin incision close to the anterior superior 
spine. The drainage canal is thus placed be- 
tween the caecum and the bony wall of the pelvis. 
Primary union of the operative incision is facili- 
tated. . 

Benjamin (73) deprecates the practice of 
leaving the raw appendix stump uncovered, as 
adhesions are invited. Nature must cover it 
over with tissue or exudate. 

Carter (74) describes his method of disposing 
of the appendix stump as follows: The appendix 
is clamped near the base and cut off. The suture 
is threaded on a round needle. The needle is 
inserted into the caecum about one-fourth inch 
from the stump and emerges about one-fourth 
inch beyond, parallel with the base of the appen- 
dix. Repeating this maneuver twice more sur- 
rounds the stump with a triangular stitch. An 
assistant inverts the stump into the bowel and 
the suture is tied. A few reinforcing Lembert 
sutures may be inserted. 

The Mayo (75) appendectomy, so beautifully 
demonstrated by the stereoclinic of Kelly, is 
probably the best-known method. ‘The writer 
expresses continued confidence in a procedure 
which he has previously described. 


COMPLICATIONS 


As a complication of appendicitis, Delatour 
(77). reports seven cases of pelvic abscess follow- 
ing the Fowler position. The patient does well 
for a time, although there is persistent slight 
elevation of temperature. The incision has ceased 
to drain and the patient may be allowed to go 
home with a temperature slightly above normal. 
Others suddenly recover. Delatour believes 
that all these cases have undetected pelvic 
abscesses of comparatively slight virulence. 
Sudden recovery is due to rupture of the abscess 
into the rectum. In this series the abscess was 
disclosed by rectal examination. Treatment 
consisted in incision per rectum, unless the ab- 
scess was located high up, in which event it was 
aspirated. 

Babler (78) believes that pylephlebitis with 
multiple abscesses of the lung or liver is a more 
frequent complication of appendicitis than is 
realized. In a typical case the diagnosis rests 
on: (r) the history, showing that the appendix 
was the primary seat of trouble; (2) the shifting 
of the symptoms from the appendix to the 
hepatic region; (3) the progressive increase in the 
severity and character of the symptoms; (4) the 
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repeated chills followed by high pulse-rate and 
marked elevation of body temperature; (5) the 
jaundice; (6) the persistent pain in the hepatic 
region; (7) the urinary and blood findings; (8) 
the change of liver dullness; (9) the picture of 
marked toxemia; and (10) the absence of the 
signs and manifestations of extensive peritonitis. 
Multiple abscess of the lung is indicated by 
repeated chills, septic temperature, and persistent 
cough. The only hope of relief lies in locating 
and draining the abscesses. Babler reports 
three cases, two were abscesses in the liver, one 
of the lung. All were fatal. 

Markoe (79) quotes Deaver (80) as follows: 
“The earlier the operation (for appendicitis dur- 
ing pregnancy), the less the likelihood of infec- 
tion of the right tube and ovary and the less likely, 
therefore, the development of serious complica- 
tions. I have never had abortion occur in preg- 
nant women upon whom I have operated for 
acute appendicitis, unless the right uterine 
appendages were involved in the disease, and 
seldom then.”’ Markoe believes that abortion 
in these cases is caused by undue handling of the 
uterus and adnexa. He reports two cases. 
Case 1. Age 23, I-para, had had acute pain in 
the appendiceal region for some time. Examina- 
tion revealed a five month’s pregnancy; there 
was acute pain a little above McBurney’s point 
and some rigidity of the right rectus. Incision 
was made at McBurney’s point. The appendix 
was found to be adherent to the ascending colon. 
The greatest care was taken that the uterus, 
fallopian tube, and ovary were not injured or 
manipulated, they being held to one side with a 
pad wet with normal salt solution. The appendix 
was removed. The patient made an uneventful 
recovery and four months later was delivered at 
full term. Case 2. The patient was suffering 
severely, with marked rigidity, temperature 
101° F., a white cell count of 16,000 and poly- 
nuclears 87. Immediate operation was advised 
and the advice accepted. A median incision was 
made from the umbilicus to the symphysis. The 
omentum extended down over the right tube and 
ovary, being firmly adherent to the uterus. The 
omentum was tied off, then the appendix, which 
was embedded in this mass, was tied off and the 
stump buried. This left a mass consisting of a 
piece of omentum, right tube, ovary, and appen- 
dix attached to the uterus and right broad liga- 
ment. The right tube was very gently tied off 
and cut away, and the adhesions which held 
the appendix, omentum, and ovary were then 
removed from the uterus. Stab wound drainage 
was provided. The patient aborted with a 4.5 


months’ foetus, within twelve hours of operation. 
Otherwise her recovery was uneventful. Markoe 
states that the appendix is not drawn up into the 
abdominal cavity by pregnancy, but on the con- 
trary, may be brought up with difficulty into the 
incision. 

Wallace (81) reports a case of ruptured appen- 
dix at full-term pregnancy as follows: The pa- 
tient called him at night for supposed labor 
pains. He found her sitting up and complaining 
of severe pain low down on the right side. There 
was slight cervical dilatation. The head was 
not engaged. The next afternoon she was still 
in pain and had been continuously. Tempera- 
ture 103.6° F., pulse 128. Vaginal examination 
revealed no increase of dilatation, but signs of 
abscess in the appendix region. An ice-cap was 
applied in the hope that operation could be de- 
layed until after delivery. The next day the 
temperature was 104°F., pulse 140. Appen- 
dectomy was performed and the abscess drained. 
The incision was closed with exceptional care 
about the drains in order to withstand the severe 
strain of labor. Closure was difficult and he 
believes would have been impossible had he not 
incised the fascia transversely. The next day, 
after one and one-half hours of labor, a normal 
delivery was accomplished under anesthesia. 
Recovery was uneventful. The dislocation of 
McBurney’s point in the pregnant abdomen was 
noticeable. It was difficult to determine where 
to make the incision. 


SEQUELA 

Bunts (82) reports an interesting sequela of 
appendectomy. The patient was a nurse who 
had had a clean appendectomy performed several 
years previously. She was free from discomfort 
for nearly a year after operation when she 
again complained of pain in the right side. The 
attacks were very severe. Examination revealed 
a somewhat enlarged ovary. At operation the 
right ovary was found slightly enlarged and 
cystic. At the site of the former purse-string 
suture on the cecum was a white ring which 
formed the base of a conical projection of the 
bowel about one inch in length. Fearing the 
possibility of rupture of this thin-walled diver- 
ticulum and that distention of it might cause 
colic, Bunts invaginated the protrusion into the 
cecum and secured it with a double purse-string 
suture. There has been no recurrence of pain. 
He has since found the same condition in two 
other cases, but in lesser degree. In all three 
cases the right ovary was abnormal and might 
have accounted for the pain of which they all 
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complained. He believes the condition to be 
not uncommon and that future observation will 
prove it to be responsible for recurring pain in 
the right side after appendectomy. 

Case (83) states that a common cause of cecal 
stasis is adhesions, usually associated with disease 
of the appendix. Immediately following recovery 
from appendectomy there is usually considerable 
cecal stasis. Following the attempt to expel the 
barium enema, it is seen that the cecum has 
failed to contract, the peristaltic waves which 
evacuate the large bowel commencing at or above 
the ileocecal junction instead of at the tip of the 
cecum. Even several years after operation 
cecal stasis persists in many cases, a round residue 
of barium the size of a 25-cent piece remaining 
in the cecum after the colon is otherwise emptied 
of barium. This is especially likely to occur 
where the patient complains of a tenderness of 
the cecum. Sometimes this cecal stasis was 
present before the operation, but often exists 
after operation where it did not exist before. 
He believes that the rounded barium occurs at 
the site of the stump of the appendix and that 
it has some relation to the invaginating suture 
by which the stump is buried. This suggests 
the desirability of including the least possible 
amount of cwcal muscularis in the suture. 

In a series of 276 cases of intestinal obstruction 
reviewed by McGlannan (84), 63 were post- 
operative. Nearly 40 per cent of the post- 
operative obstructions and 1o per cent of all 
cases in this series followed drainage operations 
for appendicitis. This is a potent argument in 
favor of early operation at a time when no drain- 
age is required. Had these patients been oper- 
ated upon early, all would have been spared a 
second operation, as a result of which 9g died. 
Prompt operation in appendicitis and careful 
covering of surfaces in all abdominal operations 
will afford efficient prophylaxis against post- 
operative obstruction. 

In a series of cases of acute intestinal obstruc- 
tion reported by Deaver and Ross (85), 81 were 
due to post-operative adhesions. Fifty-one cases 
followed operations for appendicitis and 44 were 
drained at the original operation; 27 died. 


PROGNOSIS 

The prognostic value of post-operative leu- 
cocyte count is discussed by White (86). He 
states that a secondary peritoneal infection with 
good resistance shows an early and marked in- 
crease of leucocytes and will continue for some 
time. The leucocyte count is a safe guide as to 
conditions within the abdomen. In general 


peritonitis a constant low or declining leucocyto- 
sis denotes a grave prognosis. 

Eisner (87) believes that an unusual amount 
of urobilinogen in the urine during appendicitis 
indicates a destructive lesion of the appendix. 


MORTALITY 


Turner (88) states that the mortality. of appen- 
dicitis should be less than 5 per cent. Early 
operation would decrease the death-rate to 1 or 
2 per cent, or it might become practically nil. 
Appendicitis is not inherently dangerous. The 
result is a question of degree of peritonitis and 
the stage of the disease when operated upon. 
At present over 60 per cent of cases are operated 
upon when involvement is localized. Ten years 
ago conditions were reversed. 

Kakels (89) believes that the majority of 
deaths from appendicitis are due to failure in 
making a diagnosis, the abdominal pain being 
assigned to other abdominal organs rather than 
the appendix. Early diagnosis should be easy if 
we remember the following’ train of symptoms: 
sudden, generalized abdominal pain, gradually 
becoming localized, nausea and vomiting, general 
abdominal sensitiveness, local rigidity, elevation 
of temperature, leucocytosis, and rapid pulse. 

Murphy (90) makes the startling statement 
that the mortality of appendicitis in the hospitals 
of the United States is 10 per cent. This death- 
rate is due to procrastination. The early symp- 
toms are usually diagnostic, later they are 
obscure. Early symptoms are no guide to the 
probable outcome. Pain and temperature may 
be gone by the second day which may mean 
resolution or gangrene. A gangrenous appendix 
produces neither pain nor leucocytosis. The 
next symptoms are those of general peritonitis. 
The mortality in childhood is three or four times 
as high. 

CONCLUSIONS 

1. The incidence of primary carcinoma of the 
appendix suggests the advisability of routine 
appendectomy during laparotomy. 

2. Infection of the appendix by bacteria car- 
ied through the blood stream from a distant 
focus is an established fact. 

3. Typhoid fever and pneumonia, in their 
early stages, may be difficult to differentiate from 
acute appendicitis. 

4. The chief symptoms of chronic appendicitis 
may be referred to the epigastrium. 

5. Undue retention of barium in the appendix 
and tenderness of that organ elicited under 
visualized palpation are roentgen signs of great 
diagnostic value. 
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6. Appendicular obliteration is an end-result 


of inflammatory changes and is itself productive 
of symptoms. 


7. Excepting the frank case of acute appen- 
dicitis, 


diagnostic uncertainty or coincident 


pathology demand ample incision; hence the 
right rectus approach. 


8. The mortality of appendicitis is too high. 


Early diagnosis and early operation are essential 
to low mortality. 


NS 


mn 
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Primrose, A.: The Physics of a Surgical Dressing, 
with Special Reference to the Harmful Effect 
of Using Impermeable Material Over Septic 
Wounds. Brit. M.J., 1916, i, 238. 


The author refers to an article by Sir Almroth 
Wright in which Wright advocates the use of sodium 
chloride 5 per cent with sodium citrate 0.5 per cent 
as a solution for moist dressings, these being cov- 
ered by an impervious covering. The author 
objects to the use of an impervious covering over 
moist dressings where drainage is desired. He 
cites experiments to show that capillary attraction 
is lessened or made nil when evaporation from part 
of the dressing is prevented. The experiments were 
carried out by using flasks containing water, a 
gauze wick being saturated and placed therein with 
one end protruding. A crystal of an aniline dye 
was then placed in the wick. If the flask was 
uncovered the dye rose in the wick; whereas, if an 
impermeable substance was placed over the flask 
the dye did not rise. This objection to Wright’s 
recommendation, says the author, is especially 
tenable where the wound is an infected one where 
drainage is greatly to be desired. J. H. SkiLes. 


Fisher, H. E.: Non-adhering Surgical Gauze. 
J. Am. M. Ass., 1916, lxvi, 939. 

Fisher has experimented with various materials 
in the dressing of open wounds. Absorbent cotton, 
chamois skin, and powders he rejects as unsatis- 
factory. Gutta-percha and silver foil, if perforated, 
give fairly good results. Plain surgical gauze is 
satisfactory, except that it adheres to granulating 
wounds, a disadvantage which is less troublesome if 
narrow mesh gauze is used. Medicated gauze he 
found to have no particular advantage over plain 
gauze. 

He secured the best results from the use of gauze 
impregnated with paraffin in the following manner: 
Eight parts of paraffin mixed with two parts of white 
petrolatum and lanolin is boiled for ten minutes. 
Then dry-sterilized gauze, in strips, is immersed 
for ten minutes in the mixture. The gauze is 
gradually removed and stretched, and allowed to 
dry in a current of filtered air, which frees the aper- 
tures of excess paraffin. In use, one layer or two 
is placed in direct contact with the wound or raw 
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surface, and ordinary surgical gauze fluffed is placed 
above it. This gauze can be changed as frequently 
as desired and the waxed gauze can be left on 
for a considerable period. As the wound heals it 
is lifted off. 

The author finds that this method of dressing has 
the following advantages: (1) It does not adhere 
to a granulating wound, and can be left on for a 
considerable period. (2) It causes no pain or dis- 
comfort on application or removal. (3) The paraffin 
is not absorbed, and the gauze does not become 
matted with secretions and débris. (4) It closely 
conforms to the surface to which it is applied. (5) 
It allows adequate drainage of the wound secretions 
through the meshes. (6) It is easily and quickly 
sterilized by immersion in absolute grain alcohol. 
(7) It is of particular value in the treatment of skin- 
grafts. ALBERT EHRENFRIED. 


ASEPTIC AND ANTISEPTIC SURGERY 


Fraser, J., and Bates, H. J.: The Surgical and 
Antiseptic Values of Hypochlorous Acid (Eusol). 
Edinb. M. J., 1916, xvi, 127. 

The method of preparation of eusol is as follows: 
In a quart bottle 27 gm. of dry bleaching powder 
are placed, 1 liter of water added to this and the 
mixture shaken. Then 27 gm. of boric acid are 
added and the bottle filled with water; after standing 
for a few hours the mixture is filtered. The filtrate 
is eusol and contains about 0.5 per cent hypochlorous 
acid. 

Gunshot or stab wounds packed with gauze 
soaked in eusol solution show beginning granulations 
within 56 hours. The objections made to the use 
of this solution are the pain it causes, the irritated 
and soiled condition of the surrounding skin, and 
the arrest of wound secretion. According to the 
authors, all of these objections are negligible. 

The solution has been used with inestimable 
benefit in gas gangrene, and in compound fractures 
complicated by infection, in disintegration of joints, 
in compound fractures of the skull, in empyema, 
and after inflammation or wounds of the abdominal 
cavity, eusol has been of benefit in preventing sup- 
puration and arresting infection. A number of 
cases of acute toxemia subsequent to wound in- 
fection with a gas-producing organism have been 
treated by intravenous injection of eusol in amounts 
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varying from 40 to 70 ccm., to which was added 
sodium chloride in the proportion of 0.85 per cent. 
With this method of treatment most gratifying 
results have been obtained. E. K. ARMSTRONG. 


Clinical Report on the Application of Eusol; Report 
to Medical Research Committee. Lancet, Lond., 
1916, cxc, 356. 

The Medical Research Committee of the Royal 
College of Surgery of Edinburgh has presented a 
very interesting report on the use of eusol in the 
treatment of wounds. Several cases are cited to 
illustrate the use of the solution in both aseptic and 
septic wounds and to illustrate its value in serous 
and synovial cavities and in inflammatory lesions 
of various types. They advocate its usefulness 
in wounds which have become septic after certain 
operations. 

Their general conclusions are that eusol in a great 
variety of cases has proved to be non-toxic and 
non-irritating, as well as an efficient antiseptic. 
The action of eusol depends upon the free hypo- 
chlorous acid which is liberated by the eusol. There 
is also a sufficient quantity of biborate of calcium 
to give the solution a slightly alkaline reaction. 
This feebly alkaline solution can be introduced 
into wounds or serous cavities with perfect safety. 
It can even be left in such cavities in quantity with- 
out any harmful effect. In lacerated and contused 
wounds, and in compound fractures, such as are 
met with in military practice, the committee found 
it to be the most efficient antiseptic. 

It is most efficacious during the period of what 
might be termed progressive sepsis. Some surgeons 
have emphasized the benefit of modifying the treat- 
ment when sepsis is subsiding or has ceased. The 
granulations form after a period of two to three 
days and rapidly cover the surface of the wound. 
Any tendency to superabundant growth of granula- 
tions and consequent delay in healing can be coun- 
teracted either by so applying the eusol that the 
serous discharge is reduced to a minimum and the 
wound kept dry, or by discontinuing eusol and using 
other dressings appropriate for healing wounds. 
In any event the sepsis is by this stage completely 
under control. 

The freedom which can be exercised in the applica- 
tion of eusol, and the rapid action which it has in 
arresting the sepsis and discharge of an infected 
wound, led to experiments on the effect of eusol on 
the blood. Following this, eusol was employed in 
the treatment of general sepsis toxamia by intra- 
venous injection. 

This method was first made use of by Lorrain 
Smith, Ritchie, and Rettie, in a case of grave 
puerperal septicemia, and the result was the recov- 
ery of the patient. They have also applied the 
treatment in other similar conditions. In several 
cases toxemia has been successfully overcome, and 
although such a result has not been uniformly 
attained, the safety of the method justifies its being 
applied in the diseases referred to in their pre- 


liminary communication. Intravenous injection 
has also been applied with success by Captain 
Fraser and Captain Bates in cases of acute toxemia 
secondary to gas gangrene. 

Further research is now being carried out on the 
development of the subject foreshadowed by these 
investigations. 

The lotion is exceedingly inexpensive. The 
ingredients are procurable anywhere at a slight 
cost, and the preparation is a very simple process. 
Eupad powder is composed of equal weights of 
boric acid and bleaching powder. The boric acid 
is in sufficient excess to set free the hypochlorous 
acid in the solution. The bleaching powder should 
be dry and should contain 28 to 30 per cent available 
chlorine. 

The solution eusol is prepared as follows: Add 
to 1 liter of water 25 grams of the powder; shake 
well and allow it to stand an hour, then filter. The 
clear solution is eusol, and contains about 0.5 per 
cent hydrochlorous acid. If the bleaching powder 
is old or not up to the strength given above, use a 
larger quantity of the powder. 

A rough and ready method of preparation is to 
add one-half ounce of the mixed powder to 1 pint 
of water; stir or shake and allow the sediment to 
settle. D. C. BaLrour. 


ANZESTHETICS 


Jackson, D. E.: Some Observations on Anzsthesia 
and Analgesia. J. Pharmacol. > Exp. Therap., 
Ig10, Vill, 113. 

Jackson calls attention to the fact that for a num- 
ber of years past, nitrous oxide has been constantly 
growing in favor as a general anesthetic and anal- 
gesic. This has been made possible mainly, he 
states, by the introduction of improved methods of 
administration. The duration of the anesthesia 
under nitrous oxide has also progressively increased 
from an average of only a minute or two up to an 
average of perhaps ten minutes or longer, and Jack- 
son states that he has been able by an improved 
method to keep dogs anesthetized for periods up to 
five and one-half hours. Quite recently, he states, 
there has been a slight tendency to avoid the use of 
nitrous oxide in any prolonged operation (half an 
hour or more), because it has frequently appeared 
that the after-effects of prolonged nitrous-oxide 
anesthesia were more deleterious than those of 
ether. He believes that this is mainly due to the 
use of improper and unscientific methods of ad- 
ministering the nitrous oxide. He maintains that 
the cost of nitrous oxide by the method which he 
has made use of, may be reduced to about 30 or 35 
cents per hour for the human subject. 

GrorcE E. BrILpy. 


Walter, W.: An Apparatus for the Administration 
of Gas-Oxygen. JW. Y. M. J., 1916, cili, 352. 


A new apparatus is offered which combines sim- 
plicity, portability, efficiency, freedom from pres- 














GENERAL SURGERY — SURGICAL TECHNIQUE 19 


sure, addition of humidity, accuracy, the washing 
of gases, the warming of gases, visual evidence of 
the ratio between the gases and a provision for re- 
breathing with or without ether sequence and with- 
out the removal of the mask. The gases are passed 
through warmed water by means of respective tubes 
and the evidence of the quantity of gas is shown by 
the levels of the water in these tubes. A table of 
ratios is placed in view between the gas-tubes and 
for any given volume of nitrous oxide, as evidenced 
by the level, the desired percentage of oxygen for 
that particular level may be read and instantly pro- 
vided by readjustment of the oxygen valve. The 
apparatus is illustrated and the technique of its 
application fully described in the original article. 

E. K. ARMSTRONG. 


Aikins, W. H. B.: The Advantages and Risks of 
Combined Local and General Anezesthesia. 
Canad. Pract. & Rev., 1916, xli, 96. 


The author limits his discussion of the use of 
combined local and general anesthetics to opera- 
tions about the nose and throat. Hewitt’s tabula- 
tion of advantages claimed for such a combination 
are: 

1. The elimination of the element of fear, to 
which a certain number of anesthetic deaths are 
due. 

2. The production of a somnolent or apathetic 
condition, which facilitates anesthesia. 

3. The absence of excitement during anesthetiza- 
tion. 

4. A diminution of the amount of the general 
anesthetic necessary to produce the necessary 
relaxation and depth of anzsthesia. 

5. The diminution of secretion, especially that 
of mucus under ether. 

6. Lessening of the tendency to vomiting and 
pulmonary complications. 

7. Lessening of the tendency to shock. 

8. A longer period of insensibility after the end 
of the operation, reducing the discomfort and pain. 

Adrenalin and cocaine, the only local anesthetics 
considered in this article, must be used with great 
care and discrimination. ‘They should be applied 
at least one hour before the induction of general 
anesthesia. 

Many authors are quoted who have observed 
sudden death follow the injection of cocaine- 
adrenalin solutions during a chloroform anesthesia. 
Dr. Goodman Levy has been able to produce 
ventricular fibrillation in cats almost at will by in- 
‘ections of adrenalin during chloroform anesthesia, 
a phenomenon which has not followed ether anzs- 
thesia. Whether or not the disturbances noted are 
due to rapid absorption of adrenalin from the sub- 
mucous tissues or to direct injection into a vein has 
yet to be determined. But the undoubted risk of 
using cocaine and adrenalin in combination with 
general anesthesia induced either completely or in 
part by chloroform has been definitely proved. 
The author concludes with an emphatic protest 


against such a combination of local with general 
anesthesia. E. FISCHEL. 


Hanes, G.: Spinal Anesthesia. 
J., 1916, xxii, 289. 

The author bases his discussion upon 26 rectal 
cases which he has observed. He claims that the 
advantages of spinal anesthesia over all other 
methods are that it causes the most perfect relaxa- 
tion of the parts which it is possible to obtain and 
that the patient has less post-operative discomfort. 
In the discussion of the technique, the usual points 
are emphasized: the proper type of needle (short, 
sharp point), an all-glass syringe, the proper point 
for injection, the upright position of the patient, 
and the proper strength of solution. He has used 
novocaine in all his cases, one-half to one and one- 
half grain solutions being the dose employed. 

The operations were for hemorrhoids, fistula, 
strictures, polypi, ulceration, one colostomy, and 
three cancers. The colostomy case was not sufli- 
ciently anesthetized with one-half grain novocaine 
to permit the operation to be completed without the 
addition of ether. One patient who was operated 
upon because of a great deal of pain in the rectum 
was given one and one-half grains of novocaine. 
Although kept in the upright position, within five 
minutes respiration had ceased and no evidence of 
circulation could be observed. Under various 
stimulants the patient again had good pulse and 
respiration, but he died within twenty-four hours 
without regaining consciousness. Post-mortem 
examination showed marked disease of all the vital 
organs, which should have been sufficient reason 
for prohibiting any form of operation. With these 
two exceptions the author’s experience with spinal 
anesthesia was completely successful and he is 
convinced of its superiority in rectal operations. 

E. FIscHe.. 


Louisville Month. 


Lewis, B., and Bartels, L.: Caudal Anzsthesia 
in Genito-urinary Surgery. Surg., Gynec. & 
Obst., 1916, xxii, 262. 

This is the method of anesthesia proposed and 
first used by Laewen, and is based on the use of 
saline injections into the sacral canal, suggested 
by Cathlin in 1901. It is a nerve-blocking method 
of local anzsthesia, applied in the sacral canal, using 
a combination of novocaine, potassium sulphate, 
and adrenalin as the local sedative fluid. At the 
time of the making up of the report the authors 
had used the method in 85 cases; and with such 
success that they felt justified in making the report. 

This method is to be distinguished from that of 
spinal anesthesia in that the solution is not in- 
jected into the spinal canal. The spinal canal is 
separated from the sacral canal by the cuff of dura 
mater which closes down on the cauda at about the 
first segment of the sacrum. An injection of fluid, 
therefore, into the sacral canal does not reach up 
into the spinal canal. The object of the injection 
serves to obtund the sensibilities or anasthetize 
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the nerves issuing from the anterior sacral foramina 
that form the sacral plexus. One of the most im- 
portant nerves of this plexus is the pudic, distrib- 
uted to the bladder and prostate and other genito- 
urinary organs. By anesthetizing this nerve an 
anesthetic condition of the organs mentioned is 
secured. 

Directions for preparing the solution are given 
and the authors’ experience with dosage is de- 
tailed. It was found preferable to use larger quan- 
tities of weaker solution rather than small quan- 
tities of stronger solution to obtain the anzsthetic 
effect. It was found that the pressure-effect of 
the anesthetizing fluid was strongly influential 
in securing success. From 50 to go ccm. of the 
fluid is now being used by the authors. 

The method is particularly advantageous in 
the very debilitated, decrepit, and aged patients 
who require major work in genito-urinary surgery. 
Prostatectomies done suprapubically, removal of 
vesical stones, and cystoscopies in hypersensitive 
individuals, have all been done with marked suc- 
cess and comfort under this method of anesthesia. 

The technique of the administration is described 
and illustrated in the original article. Measures 
for preventing untoward effects, such as introducing 
the needle into the spinal canal or into a vein, are 


SURGERY OF THE 


HEAD 
Gray, H. M. W.: Observations on Gunshot Wounds 
of the Head. Brit. M.J., 1916, i, 26t. 

The principles in the treatment of these wounds 
as deduced by Gray areas follows: (1) Infected gun- 
shot wounds of the skull and brain require more 
careful consideration and prompt attention than 
similar wounds of any other part. (2) Sepsis can 
best be combated and prevented by early and com- 
plete operations. (3) Permanent disability can 
be prevented in most cases by the systematic re- 
moval of foreign material or displaced bone from 
the surface or substance of the brain whenever 
these are accessible to legitimate surgery. (4) 
By these precautions the immediate results in the 
saving of life and more rapid restoration of function, 
when possible, are better than those obtained by 
more conservative procedures. 

The presence of any foreign body in the brain 
may not cause immediate disability but sooner or 
later the brain is very apt to resent the presence of 
these bodies and untoward symptoms develop. 
Fragments of bone, clothing, metal, etc., should 
therefore be removed as soon as possible after the 
receipt of the injury. The presence or absence of 
cerebral or cerebellar symptoms should not, in 
the average case, deter the operator from the 
radical treatment of these wounds. 

In minor injuries, the lacerated scalp should be 
excised and sutured. Primary union usually results. 
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described and suggestions given for avoiding such 
effects. 


SURGICAL INSTRUMENTS AND APPARATUS 


Bergeron, J. Z.: Pillar-Compression Forceps for 
Controlling Hemorrhage Following Tonsil- 
lectomy. J. Am. M. Ass., 1916, lxvi, 505. 


The forceps devised by the author for compres- 
sion of the pillars after tonsil enucleation, consist 
of (1) a handle, (2) a lock, (3) a goose-neck shank, 
and (4) compression tips. A companion forceps 
which has a straight shank is also described, the 
two to be used together; the curved forceps to be 
applied above and the straight forceps below. 
The curved forceps are so constructed that the han- 
dle lays outside of the mouth, sufficiently to the 
side to permit work on the other tonsil or the 
adenoids while the compression continues. 

The point of chief importance in applying the 
forceps is to pass the compression tips to a suffi- 
cient distance toward the lateral wall of the throat, 
so as to include in the bite (1) that portion of the 
posterior pillar next to the constrictor of the 
pharynx, (2) the floor of the tonsillar fossa, and 
(3) that portion of the anterior pillar next to the 
mucosa of the cheek. Orro M. Rorr. 


HEAD AND NECK 


In depressed fractures of the inner table contusion 
of the brain is almost certain to occur. The dura 
should be opened in all such cases, even when it is 
apparently normal, otherwise injuries to the brain 
substance may be overlooked and scar tissue form 
which may cause future trouble. Furthermore, 
the injured brain substance, if allowed to remain 
untouched, may become infected and cause abscess, 
encephalitis, or meningitis. When wounds of the 
blood sinuses are present it is thought advisable to 
remove depressed fragments of bone for two rea- 
sons: (1) Their retention may cause obstruction to 
the return of blood from some part of the brain or 
(2) may lead to septic thrombosis. 

As to drainage of the brain, as a general rule this 
should be avoided whenever possible. The pres- 
ence of definite pus, infected blood-clot, of inacces- 
sible definitely infected foreign bodies, or profuse 
oozing would indicate drainage. Bacteriological 
examination of removed substances should be made 
and if streptococci are found the drainage should 
be maintained until these disappear from the dis- 
charges or become very few in number. 

Several points are enumerated by the author: 
(1) There may be multiple injuries, therefore the 
whole scalp should be shaved. (2) The force caus- 
ing the injury usually results in local injury; injury 
by contre-coup has rarely to be considered. (3) 
Fracture of the inner table almost always means 
injury to the brain substance. (4) A complete 
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operation facilitates repair, gives better immediate 
results, and tends to prevent troublesome sequele 
more surely than an incomplete one. (5) Death 
is due in practically all cases to the effect of sepsis 
on the damaged brain. (6) The aim in all operations 
should be to remove as much infected material 
and tissue as is feasible. (7) Foreign bodies act 
deleteriously in four ways: by direct effect on 
delicate brain substance, favoring sepsis, interfering 
with circulation, and causing scar formation. (8) 
It is highly important to prevent scar-tissue forma- 
tion, whether on or in the brain. The nature of 
the injury, the amount of sepsis, the presence or 
absence of foreign bodies, and the treatment em- 
ployed have much to do with the amount of scar 
formation. 

The routine of treatment is as follows: On ad- 
mission the patient’s scalp is shaved, the wound 
thoroughly examined, and two skiagrams taken at 
right angles to each other, and an exhaustive 
neurological examination made. An aperient is 
given and urotropine given. If the brain is exposed 
operation should be done at once and in no case 
should operation be postponed longer than two days. 

The majority of wounds of the scalp should be 
excised and the bone beneath carefully examined. 
If no bone injury is found the wound can usually 
be sutured and primary union almost always 
follows. 

Depressed fracture demands immediate exploration. 
Some cases without injury to the external table may 
have fracture of the internal table, usually suspected 
from the location of wounds or the clinical findings. 
Where the dura is normal in appearance and the brain 
pulsates well it may not be necessary to open the 
dura. When the dura is muddy-looking, and the 
brain does not pulsate it should be opened up by 
means of a crucial incision. ‘The useless brain 
material will usually exude. 

An injury to the dura without foreign body or 
sepsis requires careful trimming of the dura, the 
lost tissue being replaced by a piece of aponeurosis 
and the scalp sutured. Where a foreign body or 
sepsis accompanies the injury its withdrawal is 
attempted and drains usually inserted along the 
track. 

Injury to the blood sinuses can often be closed 
by the application of a small piece of aponeurosis. 
The opening is carefully cleansed and the small 
piece of fascia then quickly applied. 

Lumbar puncture has given relief from persistent 
headache in many cases but, ordinarily, no more 
than 20 ccm. should be withdrawn. J. H. Skies. 


Cook, F. S.: Bone-Transplantation in Nose De- 
formities. Wis. M. J., 1916, xiv, 427. 

Three cases are reported in detail where bone 
deformities were corrected by bone-transplants. 
The technique is as follows: A curved incision is 
made at the root of the nose and the skin dissected 
free clear to the tip. The periosteum is then incised 
and raised. A piece of rib (ninth) is then inserted, 


with its periosteum still attached, and sutured 
in place. The skin is sutured and the stitches re- 
moved on the fourth or fifth day. The author 
claims very good cosmetic results. J. H. Skies. 


Mathews, F. S.: Calculi in the Submaxillary 
Gland and Wharton’s Duct. Ann. Surg., 
Phila., 1916, lxiii, 140. 

This author reports six cases of calculi in the 
submaxillary gland and in Wharton’s duct, which, 
considering the rarity of the lesion, is an unusually 
large number. ‘Two of his cases presented the usual 
symptoms of pain and swelling at intervals, espe- 
cially at meals, showing the ball-valve action oi the 
stone. In others without a preceding history there 
suddenly appeared inflammation and swelling in 
the submaxillary region, accompanied by a high 
fever not unlike mumps. One case had a hard 
swelling under the jaw and a ligneous oedema of 
the tissues of the floor of the mouth. Unless the 
stone is very small it can be readily palpated biman- 
ually even in the presence of considerable swelling. 
All of these cases made a complete recovery after 
the removal of the stone under novocaine anes- 
thesia through the mouth, either by dilating a 
sinus or incising the duct over the stone. The 
presence of multiple stones must not be overlooked, 
as a second stone frequently exists. GATEWOOD. 


Kazanjian, V. H.: Treatment of Maxillary Frac- 
tures. Brit. M. J., 1916, i, 266. 

These fractures are usually compound and the 
treatment of the wound is very important, but not 
related especially to the discussion at hand. 

The aim is to maintain a comparative immobility 
of the parts. All the available devices may not 
be sufficient to affect this condition when much bone 
destruction is present. 

The ordinary case is treated by firm bandage 
with wiring of the teeth if such is necessary. The 
care of the mouth is important and antiseptic doych- 
es and applications are recommended. The most 
dreaded complication is hemorrhage. A slight ooz- 
ing may be the beginning of a serious hemorrhage 
and should be carefully followed up. 

J. H. SKILEs. 


Cole, P. P., and Bubb, C. H.: Deformities of the 
Jaws Resulting from Operation or Injury. 
Brit. M. J., 1916, i, 268. 


In deformities from operations on the upper jaw 
conditions may be present which require one or 
more of the following procedures: (1) an attempt 
to separate the nasal from the oral cavity; (2) to 
restore the masticating surface; and (3) to restore 
the facial contour. The apparatus is usually made 
of vulcanite and is held in position by aluminum 
pins. 

In simple division of the lower jaw a suitable 
splint may help in coaptation of the ends. When 
part of the mandible has been removed the lateral 
gliding shoes of Aehner are recommended. When 
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one-half of the mandible is removed a modified 
Gunning splint may prove useful. J. H. Sxires. 


Weil, R.: The Treatment of Parotid Tumors by 
Radium. J. Am. M. Ass., 1915, Ixv, 2138. 

Although recent literature contains accounts of 
parotid tumors favorably influenced by radium, 
yet as these tumors are of different types and no 
information has been given as to the microscopic 
structure, definite deductions cannot be drawn as 
to the particular type or types of parotid tumors 
which are suitable for radium treatment. The case 
now reported by Weil has reference to a tumor of 
this kind of seven years’ duration, which was 
histologically examined and classed as adenoid 
cystic epithelioma. The general type of the tumor 
was that which Billroth named cylindroma. 

The treatment consisted of the insertion of radium 
into the tumor for six weeks; at the end of this 
period it had disappeared and after an interval of 
almost two years there is no sign of recurrence. 

Houius E. Potter. 


Morestin, H.: Repair of Losses of Frontal Sub- 
stance by Means of Cartilaginous Transplants 
(Réparation des pertes de substance du frontal a l’aide 
de transplants cartilagineux). Bull. ef mém. Soc. de 
chir. de Par., 1916, xlii, 424. 


Morestin reports the operative details of two 
rather extensive breeches in the frontal regions 
repaired by cartilaginous transplants. The tech- 
nique is relatively simple and the results in such 
cases are constantly favorable. The cartilage is 
better taken from the subject himself; but it may be 
borrowed from another operated subject. 

In Morestin’s first case there was an osseous loss 
about the size of a five franc piece in the right frontal 
region between the eyebrows and the root of the 
nose. After a series of plastic procedures to restore 
the symmetry of the parts, the breech was finally 
filled with cartilage taken from another patient. 

In the second case where there were also very 
extensive losses and the right eye had been enucle- 
ated, the repairs were effected by material removed 
from the region of the seventh and eighth costal 
cartilages of the patient’s right side. In both cases 
excellent results were obtained. 

The work is very delicate as it involves recon- 
struction of the interior part of the upper orbital 
arcade and the frontal region corresponding to the 
root of the nose. W. A. BRENNAN. 


Landry, L. H.: Intracranial Hemorrhage Due to 
Traumatic Rupture of Arteria Meningea 
Media; Report of Six Operated Cases with One 
Death. South M.J., 1916, ix, 157. 


It is estimated that 90 per cent of meningeal 
apoplexies prove fatal if unrelieved surgically, 
while of a large series of operated cases 67 per 
cent recovered, a percentage which would have 
been much larger had it been possible to secure 
intervention before the onset of medullary symp- 


toms. All statistics favor operative relief, those of 
Bergmann being the most convincing, 20 successes 
in 22 operations. The great majority of extra- 
dural hemorrhages occur in the lateral aspect of 
the skull, particularly in the temporal region, those 
of slight degree not causing symptoms of compres- 
sion. Ashurst found that a clot between the dura 
and the bone, equaling one-twelfth the capacity 
of the cranium will produce coma and death in a 
few hours. The most common source of the 
bleeding is the torn anterior branch of the middle 
meningeal artery. Occasionally the haemorrhage 
has been sought for on the opposite side, while in 
reality it was on the same side as the existing 
cerebral manifestations at the extremities. The 
author believes that compression of the opposite 
side accounts for the collateral paralysis. 

Usually the patient is so stunned from the 
injury that a degree of unconsciousness is produced, 
from which he recovers only to show evidence of 
cerebral disturbance, headache, possibly vomiting 
and stupor. This free interval was marked in 
four of the author’s cases but was absent in the 
first two. In the clinical picture medullary symp- 
toms are invariably present; the blood-pressure is 
high; pulse slow; respiration is labored, later it is 
of the Cheyne-Stokes type; and finally the paralytic 
stage of compression supervenes. 

Compression from any cause must be removed, 
whether from depressed bone, epi- or subdural 
hemorrhage. If given proper attention the most 
terrible injuries of the skull will go on to a good 
recovery. It is safe to say that in any serious 
cranial injury in which unconsciousness has been 
present from the first, subdural bleeding is taking 
place. In localizing the anterior meningeal artery 
the method of Kronlein is the most acceptable. 
At the pterion the artery is found passing forward 
and this point is located by dropping a perpen- 
dicular from the bregma to the middle of the 
zygoma, then drawing a horizontal line back from 
the external angular process; at the junction of 
these two lines is the Sylvian point, the location 
of the pterion. However, all methods of measure- 
ment have lost their importance, as the surgeon of 
today explores through a large aperture and not 
by trephining. Usually the injury to the cranial 
vault is the best guide to the seat of haemorrhage. 

The author advocates immediate exploration and 
decompression in doubtful cases, as such an opera- 
tion adds no more risk to life and often prevents 
a fatal outcome. IE. K. ARMSTRONG. 


Gosset, A.: Cranioplasty by Cartilaginous Flap 
(Cranioplastie par volet cartilagineux). Bull. et mém. 
Soc. de chir. de Par., 1916, xlii, 444. 


Gosset reports 15 cases of cranial osseous breeches 
repaired by cartilaginous flaps. Whereas, Mores- 
tin, who is the originator of this method, usually 
avails himself of several pieces of cartilage in building 
up and closing the breech, Gosset prefers to use one 
single piece. He thinks this gives better results in 
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combating pressure from the brain, and in the pre- 
vention of cerebral hernia. W. A. BRENNAN. 


Frazier, C. H.: 
Differentiation and Treatment. 
Child., 1916, xi, 95. © 


Types of Hydrocephalus; Their 
Am. J. Dis. 


The author suggests a new classification, having 
a physiological background with direct clinical 
application: 

1. Hydrocephalus obstructivus. 

2. Hydrocephalus nonabsorptus. 
3. Hydrocephalus hypersecretivus. 
4. Hydrocephalus occultus. 

1. In hydrocephalus obstructivus there is mechan- 
ical obstruction to the natural drainage of the 
cerebrospinal fluid from one or more ventricles 
into the subarachnoid space, where the absorption 
takes place. This obstruction may be due to a 
congenital defect, such as absence of the aqueduct 
of Sylvius or, as is more frequently the case, it 
may be the result of adhesions from a pre-existing 
inflammatory lesion. If the aqueduct of Sylvius 
is lacking or closed by adhesions, there will be a 
dilatation of both the third and the lateral ventricles, 
while a closure of the foramen of Munro would 
cause merely an enlargement of the lateral ventricle 
on the affected side. If, as is often true in cases of 
high-grade but evenly-distributed hydrocephalus, 
the passage of the fluid through the foramina of 
Magendie and Luschka is blocked, there will be a 
general dilatation in which all the ventricles par- 
ticipate. 

2. Inhydrocephalus nonabsorptus absorption is de- 
layed or defective, as has been proved by the 
phenolsulphonephthalein test. Whether the re- 
stricted absorption is to be attributed to (1) the 
cutting off of part of the subarachnoid space by 
adhesions, (2) a toxic substance in the fluid which 
prevents its absorption by the venous channels, or 
(3) whether it is due to an abnormal condition of 
the agents which transport the fluid to the venous 
circulation, is still a matter of conjecture. 

3. By a process of elimination and by a careful 
consideration of the normal physiology of the cere- 
brospinal fluid and of the possible changes under 
abnormal conditions, the third type, with apparent 
excessive accumulation of fluid, has been attrib- 
uted to hypersecretion—hydrocephalus hypersecre- 
livus. Since it has been conclusively proved by 
morphologic and histologic studies of the choroid 
plexus, by chemical analyses of the fluid, by a 
study of the effect of choroid extract on the secre- 
tion of cerebrospinal fluid, that the cerebrospinal 
fluid is the secretory product of the choroid gland, 
it would seem logical to suppose that a pathologic 
condition of the gland itself or a toxic substance in 
the fluid coming in contact with the plexus might 
bring about a hyperactivity of its cells. 

4. The author includes in the varieties of hydro- 
cephalus a fourth type, for which the term hydro- 
cephulus occultus has been chosen, which though 
paradoxical, is otherwise appropriate. The con- 


dition thus designated occurs usually in children, 
though occasionally in adults, and is characterized 
by excess of fluid in the ventricles, basal cysterne, 
and sometimes throughout the subarachnoid space, 
without there necessarily being any increase in the 
cranial dimensions. Symptomatically, this con- 
dition may be more closely allied to tumors, but, 
from the point of view of treatment, it properly 
belongs to the problems of hydrocephalus in that 
the essential feature is an excessive accumulation 
of cerebrospinal fluid in the subarachnoid space. 

The clinical tests may be summarized as follows: 

First examinations: 

1. Lumbar puncture. 

2. Withdrawal of 1 ccm. of cerebrospinal fluid. 

3. Attach 2 ccm. record syringe filled with 1 
ccm. neutral solution of dye. 

4. Withdraw piston until syringe is full. 

5. Inject solution slowly into lumbar subarach- 
noid space. 

6. Withdraw needle. 

7. Test urine for phenolsulphonephthalein every 
five minutes until dye is detected. 

8. Estimate the total amount of dye excreted in 
the first 2-hour specimen of urine. 

Second examination on the following day, or 
after dye is no longer found in the urine: 

1. Puncture of the lateral ventricle. 

2. Inject 1 ccm. netural phenolsulphonephthalein 
solution. 

3. Lumbar puncture; examine for dye every 
five minutes until dye appears. 

4. Test five-minute specimens of urine. 

5. Estimate total amount of dye excreted in 
first two-hour specimen. 

6. In calculations, the amount of dye lost by 
lumbar puncture must be taken into consideration. 

The simplest and most effective method of deal- 
ing with hydrocephalus obstructivus is puncture of 
the corpus callosum, the Balkenstich of Anton 
and Bramann. 

In the non-absorptive type, greater technical 
difficulties are encountered. With some reserva- 
tion, because his technique is in the developmental 
stage, the author recommends the establishment of 
a drainage tract into the pleural cavity. When 
the lesion is due to hypersecretion, he resorts to 
thyroid feeding. Epwarp L. CorNELL. 


Remsen, C. M.: The Relation of the Pathological 
Bases of Hydrocephalus to Its Surgical Allevia- 
tion. Juterst. M.J., 1916, xxiii, 89. 


The condition leading to the development of 
hydrocephalus may be primary, as in the congenital 
type, or secondary to obstructions of the foramina 
of exit (meningitic adhesions) or of the veins of 
exit, as in brain tumor. 

Trauma, lues, tuberculosis, septic meningitis, 
brain tumor, and chronic alcoholism may be asso- 
ciated with it, while tubercular meningitis may lead 
to fatal hydrocephalus. 

The author outlines the anatomy and physiology 
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of the ventricular system, and discusses the sources 
of origin of the cerebrospinal fluid. By means of 
experimental blocking off of the ventricular cavities 
and stimulation of the choroid plexus, the latter 
have been shown to be the chief origin of the fluid. 
Likewise, other experiments have shown the egress 
of the fluid to be chiefly by means of absorption into 
the arachnoid villi and venous sinuses. Hence, an 
increase in the cerebrospinal fluid may be due to (1) 
an overproduction by the choroid plexus; (2) a 
disturbance of the principal absorptive system — 
the arachnoid villi and sinuses; or (3) to a mechani- 
cal obstruction in the course of its flow from the 
plexus, through the ventricles and subarachnoid 
space, to the sinuses. 

That certain types of this condition (choroidor- 
rhoea) may be of toxic origin seems probable from 
the effect of the injection of certain drugs or ex- 
tracts, since brain, plexus, or pituitary, and also 
muscarine have a stimulating, thyroid a depressing, 
effect upon the secretion. As regards pathological 
conditions producing symptoms of hydrocephalus, 
the author points out that large posterior fossa 
tumors are sometimes without signs of increased 
fluid tension, and that the important sign of choked 
disk may not be due directly to the tumor itself but 
to the hydrocephalus, causing infiltration of cere- 
brospinal fluid along the optic nerve sheaths and 
compression of the venous return from the retina. 
In essential hydrocephalus with no pathological 
obstruction, a vicious circle resulting from excess 
accumulation of fluid in the cisterna magna pressing 
on the veins of Galen, which causes increased intra- 
sinus pressure and depresses absorptive action, is 
responsible. Forcing upward of the midbrain and 
plugging of the tentorial opening may also be a 
factor. 

The practical results of obstructive conditions 
being a cutting off of the secretory from the ab- 
sorptive systems, it is unlikely that thyroid extract 
or other therapeutic substances will be of benefit, 
and evidently a communication between the 
systems must be established. The author méntions 
the various operations devised for this purpose, 
and recommends the method of von Bramann as 
the simplest. In this a ventriculostomy is per- 
formed by the passage of a blunt cannula by way of 
the longitudinal fissure and puncture of the dis- 
tended lateral ventricle. The continual escape of 
fluid into the subarachnoid space equalizes the 
pressure and conditions approach normal. ‘This 
operation is indicated both in hydrocephalus of the 
obstructive type and in essential choroidorrhcea in 
infancy, before cerebral destruction has occurred. 
The technique of the operation is outlined. Failures 
may be due to closure of the ventriculostomy 
opening. Horace BINNEY. 


Jacob, F. M.: Glioma of the Cerebellum with 
Metastases. J. Med. Rescarch, 1916, xxxiv, 95. 


Jacob reports the case of a young adult giving a 
typical history of brain tumor extending over a 


period of two years. The autopsy showed a large 
glioma of the cerebellum which had extended into 
and obliterated the fourth ventricle and occupied 
most of the central white matter of the cerebellum. 
Smaller masses of a similar character were dis- 
tributed upon the ependyma of the lateral ventricle, 
the central canal of the spinal cord, and the leptome- 
ninges. All of these masses were very cellular, 
unencapsulated, infiltrating and, to all microscopical 
appearance, malignant in character. Gland-like 
and rosette structures were noted in many parts 
of the tumors. The masses in the ventricle were 
discrete and had a nodular papillomatous structure, 
but the pia mater of the cerebrum, cerebellum, and 
cord contained a patchy growth of gliomatous 
tissue extending over a considerable area, involv- 
ing much of the surface of the brain and cord. He 
found no masses in any organs outside the cranial 
and spinal cavities. 

From his study the author draws the following 
conclusions: 

1. Although gliomata of the brain do not invade 
blood and lymph channels or form metastases in 
distant organs, they do form metastases in the 
brain and cord by means of cerebrospinal fluid. 
The reason for this, he believes, may be found in 
the fact that glia cells are highly specialized and 
cannot grow when removed from their natural 
surroundings. 

2. Even though gliomata of the brain do not 
metastasize to other organs, many of them, the 
author thinks, should be considered histologically 
malignant or at least locally malignant on account 
of their power of infiltration, rapid rate of growth, 
and the embryonal character of the cells. 

GrorceE E. BeILsy. 


Grey, E. G.: Studies on the Localization of Cere- 
bellar Tumors. Ann. Surg., Phila., 1916, lxiii, 1209. 
Notwithstanding the comprehensive literature 
which pertains to diseases of the posterior cranial 
fossa, the significance of the position of the head and 
of suboccipital discomfort still remains uncertain. 
The author has carefully analyzed the symptoms in 
60 certified cases of cerebellar and extracerebellar 
tumors from Cushing’s neurological service in an 
attempt to determine a consistent relation between 
the position of the head and the location of the 
tumor. About 4o per cent of the cases with cere- 
bellar tumor showed some change in the position 
of the head, while only 7 per cent of the cases with 
tumors anterior to the cerebellum showed any 
unusual attitude, and in each of the latter cases the 
change was slight. The tilting of the head or its 
rotation in patients with symptoms pointing toward 
an intracranial tumor is very suggestive of a sub- 
tentorial new-growth. The attitude has no par- 
ticular significance in localizing the lesion in one 
side or the other of the cranial fossa. 
Backward retraction of the head occurred in 
8 out of the 60 cases and typical opisthotonos attacks 
appeared in 2 of these cases. As this condition 
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was not noted in any case of tumor anterior to the 
cerebellum, backward retraction of the head may be 
said to be characteristic of new-growths situated 
below the tentorium. 

Atrophy and osteoporosis of the subjacent bone 
from tumor extension may occasion occipital ten- 
derness in some cases, but comparisons of the clinical 
and operative findings in this series showed no 
consistent relations existing between the two. 

Headache or pain is the most frequent of the 
suboccipital discomforts, and was present in some 
form in 75 per cent of the cases examined. While 
occipital discomforts occurred to some degree in 
33 per cent of 43 cases with tumors anterior to the 
cerebellum, as a rule, they were much less intense 
than in the cases with subtentorial new-growths. 
Taking the series as a whole, no consistent relation 
has been found between the part of the cranial 
fossa occupied by the tumor and the site of the dis- 
comfort. When unilateral discomfort is present, 
however, it may be slightly suggestive of the side of 
the new-growth. 

Since suboccipital discomforts were present more 
than twice as often in patients with posterior cranial 
fossa lesions as in those with tumors situated else- 
where in the brain, the author concludes that they 
must be ranked with asynergy as the most important 
indications in the localization of intracranial new- 
growths. Posture of the head, while of no value in 
localization of the side of the lesion, must also be 
considered as a sign of considerable value in localiz- 
ing subtentorial tumors. GATEWOOD. 


NECK 


Winslow, R.: Tumors of the Carotid Body. Tr. 
Am. Surg. Ass., Washington, 1916, May. 

The author’s paper is based upon the report of 
two cases of this character operated on by A. M. 
Shipley and himself, respectively, and a somewhat 
comprehensive review of the subject is given, with 
a brief summary of the cases that have been reported 
in the past three years. 

Shipley’s case was a girl, 16 years old, with a 
rapidly growing tumor, the size of a hen’s egg, on 
the right side of the neck. This had only been no- 
ticed for two months previous to operation. There 
were no symptoms except the presence of the lump. 
The tumor, which was situated in the upper carotid 
triangle, was movable laterally but not vertically. 
At operation the common carotid artery was found 
to run through the mass and was ligated above and 
below and excised. At once the heart action became 
tumultuous and ran wild for five days, when it 
gradually returned to normal. The patient was 
well five years subsequently, without recurrence. 

Winslow’s case was a man, 24 years of age, who 
had noticed a lump on the left side of his neck for 
eight years. The lump gave little or no distress but 
grew slowly to the size of a hen’s egg. The tumor 
was single, smooth, somewhat movable but also 
fixed, not painful but somewhat tender on deep pres- 


sure. It was situated in the upper carotid triangle 
on the left side, and was suspected to be a “carotid 
tumor.” When it was exposed by incision it could 
not be removed until the common and internal 
carotid arteries were ligated and excised. No 
cerebral or cardiac disturbance followed the ligation 
of these vessels, and with the exception of a laryn- 
geal paralysis no complications arose. He made a 
good recovery and was free from recurrence 18 
months later. The tumor was an endothelioma. 

In addition to these cases, Winslow reports an 
unpublished case of bilateral carotid tumor operated 
on by William Perrin Nicolson, Atlanta, Ga. 

A woman, 43 years old, had a very large mass on 
the left side of the neck, which had only been noticed 
for nine months. On the right side was a small 
movable lump that was of only two months’ 
duration. Pressure symptoms were causing dis- 
tress and the patient clamored for relief. Operation 
was very difficult, but the growth on the left side was 
finally isolated and removed after ligation of the 
common and internal carotid arteries which tunneled 
the mass. A very severe physiological storm set 
in immediately with pulse-rate 150, suffusion of the 
left side of the face and the left eye, aphonia, paralysis 
of the muscles of deglutition, and bronchorrhcea. 
These symptoms gradually improved and in three 
weeks an attempt was made to remove the gland on 
the opposite side. This was accomplished by dis- 
secting the tumor from the vessels without ligating 
any of them. The patient recovered from the two 
operations but died of recurrence in four months. 

Tumors of the carotid ganglion are being reported 
in ever increasing numbers but are still surgical 
rarities. They occur with equal frequency in males 
and females and though observed most often from 
20 to 60 years of age are also seen at other periods 
of life. 

A single, slow growing, firm, smooth, discrete, 
usually painless, oval lump, more or less fixed, 
situated in the upper carotid triangle, opposite 
the thyroid cartilage and anterior to or under the 
sternomastoid muscle, should always cause one to 
suspect a neoplasm of the carotid body. 

As these tumors are either potentially or actually 
malignant the question of treatment is an important 
matter. The common carotid artery often tunnels 
the growth, making its removal impossible without 
ligating and excising the artery with the mass. The 
pneumogastric nerve also is frequently in such 
close proximity to the tumor that it is injured, 
with serious results. In consequence of these, as 
well as of other facts, operations for the removal of 
carotid tumors are fraught with danger and the 
mortality is high. In some cases the growth can be 
dissected from the vessels without injuring them, but 
the recurrences are very high. 

In 34 cases in which the main vessels were ligated 
there were 11 deaths, but only 2 or 3 recurrences 
were noted in those who survived; while in 25 cases 
in which the tumor was dissected from the arteries 
only one died, but recurrence occurred in 8 cases. 
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In the opinion of the author all such cases should 
be removed, even if it involves the ligation and ex- 
cision of the carotids, and no attempt should be 
made to dissect the tumor free from the vessels un- 
less it is only loosely attached to them. 


Leriche: Resection in the Case of Projectile 
Wounds of the Neck (Resection dans les plaies 
du conde par projectiles de guerre). Bull. et mém. 
Soc. de chir. de Par., 1916, xlii, 416. 

Leriche reports the details in the case of four 
resections of the neck which he has performed owing 
to injury of the articulation. Two of these were 
done within a few days after the injury and the 
other two were done considerably later. Excellent 
results were obtained in the late cases, but in the 
other cases there were defects of lateral movement. 
Ollier’s technique was followed. 

In submitting Leriche’s report, Quénu considers 
that there are three categories of neck resections: 
(1) primitive, practiced immediately or in the first 
days after injury and before there is any infection; 
(2) early secondary, made within a few weeks of 
injury; and (3) late secondary, when the acute stage 
is passed and when only a fistulous trajectory is 
present or even cicatrization is effected. Quénu 
thinks that whenever the articulation is involved 
primitive resection is called for. He reports some 
cases under each category observed by him with 
particulars of treatment and results obtained. 

W. A. BRENNAN. 


Evans, J. S., Middleton, W. S., and Smith, A. J.: 
Tonsillar Endameebiasis and Thyroid Dis- 
turbances. Am. J. M. Sc., 1916, cli, 210. 

The authors discuss the etiological réle played 
by an endameebic infection of the tonsils in endemic 
goiter, and give a summary of the present-day 
conception of the part that is played by chronic 
infections in the causation of goiter, quoting the 
work of McCarrison on endemic goiter in India, 
his opinion being that one of the etiological factors 
is infection of the intestines from drinking water. 
He showed how the boiling or filtering of water 
rendered it innocuous, whereas the feeding of 
unboiled water to non-goitrous patients was fol- 
lowed by thyroid enlargement. 

Farrant is quoted as advancing the first definite 
evidence of a specific bacterial agent, proposing 
the theory and evidence of a mutant colon bacillus 
in the intestinal tract as an important factor in 
goiter production through the agency of its toxins. 
He also quotes Halstead and Billings’ views on the 
part that infections play in the causation of thyroid 
enlargement. 

The authors do not hold that infection is the only 
factor in goiter, but put forth the idea that it is one 
of the numerous agencies that may influence the 
development of the disease. 

A statistical study was made at the Medical 
Clinic of the University of Wisconsin, with refer- 
ence to coexistent infections of the nose and throat 
in their association with goiter. Of the 1,328 men 


examined, 27.2 per cent had thyroid involvement; 
of 362 goitrous individuals examined, 90 per cent 
had nasal and tonsillar infections. In tonsils of 
34 cases examined microscopically, 97 per cent were 
found to have endameeba gingivalis (Gros) in the 
tonsillar crypts. Of 16 individuals of this group 
who after treatment by emetin hydrochloride were 
re-examined, 81 per cent were shown to no longer 
have the organism in the crypta contents. In 
23 individuals, to whom emetin was administered, a 
reduction in the bulk of the goiter was appre- 
ciable in 18, and in 7 dysthyroid cases included in 
this group of the cured cases, 6 were benefited in 
degrees varying from slight amelioration to appar- 
ent cure. 

Inability to demonstrate endamoebe in the 
thyroid gland renders improbable any direct causal 
relation of the ameebic infection of the tonsil per se 
upon the development of thyroid disturbances. 
The improvement, morphologically and symptomat- 
ically, in the treated cases leaves little doubt, after 
ruling out a vasomotor influence from the emetin 
employed, as to an indirect relationship. A 
symbiosis of endamoebe with appropriate bacteria, 
leading to the elaboration and absorption into the 
thyroid of selective thyrotoxic poisons via the 
blood stream is at least conceivable in explanation 
of such relation. 

In no sense do the authors care to be understood 
as advancing hereby an exclusive explanation for 
all goiters. Other types and other locations of 
infections capable of producing thyrotoxic toxins, 
perhaps, too, toxic substances having a similar 
influence but derived from metabolic or alimentary 
fault, or even entering the body from without, are 
all of possible influence. Nor is the influence of 
sympathetic stimulation, however accomplished, 
to be overlooked. The authors are unable to find, 
however, in any of these lines of thought, any satis- 
factory explanation of the known occurrence of 
belts of endemic goiter along certain well-defined 
glacial drifts. Harry G. SLOAN. 


Koch, W. F.: The Physiology of the Parathyroid 
Glands. J. Lab. & Clin. Med., 1916, i, 299. 

After a consideration of ductless glands in general 
and the parathyroids in particular, Koch endeavors 
to elucidate the obscure mechanism of the activity 
of these glands. 

The behavior of the parathyroidectomized dog 
may, he says, coincide with either of two distinct 
types of symptoms, or with a mixture of these types, 
in which either may predominate. In one type the 
dominant feature is over-excitability; in the other 
under-excitability. In the former tonic convulsions 
are characteristic; in the latter we observe a peculiar 
muscular flaccidity and a general depression of 
the nervous system. In either case a pathological 
condition develops within a few days after removal 
of the glands and proves fatal within two to ten 
days. 

Up to the present only one fact which contributes 
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to the explanation of this pathological process has 
been advanced; it is the discovery by MacCallum 
that the urines of parathyroidectomized animals 
contain excessive quantities of calcium; and that 
when calcium salts are-injected intravenously into 
such animals, the tetany is immediately controlled. 
It was shown by Beebe and Berkeley that injections 
of other salts have a similar though not so marked 
an effect. ‘ 

Koch recently found that when the tetany had 
become uncontrollable by injections of aqueous 
salt solutions, the kidneys had become so patholog- 
ical as to be unable to functionate normally. Since 
one of the effects of such intravenous injections is 
diuretic, it may be assumed that one of the beneficial 
effects of the aqueous calcium injections depends 
upon increasing the work of the kidneys and thus the 
detoxication of the blood. If on the other hand the 
value of calcium depends upon the increasing or 
maintaining of a certain reaction of the blood, the 
acid radicals are here the important factors. They 
present two possible modes of activity, the simple 
neutralization of basic substances excessively elab- 
orated within the body or the destruction of such 
substances as are capable of producing the tetany. 

There are then several indications that the tetany 
of parathyroid insufficiency is due to an intoxica- 
tion; namely, that it is subdued by increased diuresis, 
and by the neutralization of toxic basicity, or the 
destruction of a toxin by acidity. That the origin 
of the hypothetical toxic substance is the body it- 
self, that it is useful and not toxic in the presence of 
the parathyroid glands, and that it is filtered through 
the glomerulus of the kidney, point to a substance 
hormone-like in nature and therefore very unstable 
chemically. 

In the effort to ascertain the presence and identity 
of such a substance the urines were collected 
separately from 47 parathyroidectomized dogs. 
Especially designed cages were used to avoid fecal 
contamination. The urines were filtered and 
evaporated to a syrup by an electric fan at a tem- 


SURGERY OF 


CHEST WALL AND BREAST 


Perreau, H.: Penetrating Wounds of the Chest in 
Warfare. Med. Press & Circ., 1916, ci, 100. 


A penetrating wound of the chest requires imme- 
diate immobilization of the chest. The diagnosis 
should therefore be made as soon as possible and 
doubtful cases should be treated by immobilization 
also, as it can do them no harm and may even 
expedite healing. The early diagnosis is greatly 
assisted by the roentgen ray. 

The immediate immobilization of the chest is 
necessary to avoid severe complications. Among 
these complications may be mentioned: (1) Embolism 
which may be caused by any sudden movement, 


perature not above 20° C. The residues were dis- 
solved in alcohol, filtered and evaporated, and this 
process repeated until the last evaporate dissolved 
readily in alcohol. The lipoids present were ex- 
tracted with ether and the residue taken up in 
water. This solution was cautiously precipitated 
with picrolonic acid. Several insoluable picrolo- 
nates were thus obtained, and by recrystallization 
from water and alcohol were purified. These sub- 
stances were tested for physiological activity. Two 
of them were found to modify the blood-pressure 
when injected intravenously into anesthetized dogs. 
When injected intraperitoneally into non-anes- 
thetized animals they exhibited very marked toxic 
effects. Because of the agreement in chemical and 
physiological properties he considered the substances 
identified as methylcyanamide and trimethylmela- 
mine. 

Physiological tests were made with methyl- 
cyanamide isolated from the urines and the synthetic 
methylcyanamide; when injected intraperitoneally 
in non-anesthetized dogs they were found to have 
similar effects. In small doses they produced ex- 
treme vasodilatation, observed in the reddening of 
the sclera and swelling and reddening of the tongue. 
Larger doses caused paralysis and convulsions. 
Still larger doses caused an extremely rapid death. 

The author concludes as follows: The similarity 
in the behavior of the parathyroidectomized dogs, 
to that of the non-anesthetized animals treated 
with the substance isolated from the urine, is further 
indication that this ‘substance is responsible for the 
symptom-complex of parathyroid insufficiency. 
The data therefore justify the following conclusions: 

1. Somewhere in the body methylcyanamide is 
generated. 

2. This substance has a physiological value in 
normal animals. 

3. After parathyroid extirpation the substance 
accumulates to toxic quantities, and is responsible 
for the death of these animals. 

ALBERT EHRENFRIED. 


THE CHEST 


even after a considerable lapse of time, and which 
may prove rapidly fatal. (2) Pleural effusion 
is very common and may change to a purulent 
fluid. (3) Subcutaneous emphysema may occur, 
either local or more or less general. (4) Broncho- 
pneumonia and hemorrhage are rare complications. 
In order to lessen the liability to these complica- 
tions, immediate, absolute, and prolonged im- 
mobilization is necessary. 

The conclusions reached by the author are as 
follows: 

1. An early diagnosis should be made by the aid 
of radioscopy whenever possible. 

2. Immediate, absolute, prolonged immobiliza- 
tion should be ordered. 
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3. The patients should be kept on a water diet 
for the first two or three days, not allowing them 
to raise the head to drink. 

4. Such patients should not be transferred until 
after a fortnight’s immobility. 

5. During the first four or five days a daily dose 
of 10 ccm. of camphorated oil should be given. 

6. Except when absolutely necessary no attempt 
should be made to remove intrathoracic projectiles. 

7. Prompt, wide opening should be resorted to, 
to give issue to early copious purulent effusions. 

J. H. Sxizes. 


Boothby, W. M.: Gunshot Wounds of the Thorax. 
Boston M. & S. J., clxxiv, 1916, 378. 

The author discusses his observations on 21 cases 
of thoracic injuries out of a total of 441 wounds of 
all kinds treated in the Harvard Unit. The cases 
observed fortunately included examples of most of 
the important thoracic lesions which reach hospital 
care. 

Hemoptysis was present in nearly all of the cases. 
In some it was very slight, lasting for a short time; 
in others it was present for many days. It was 
more apt to be present when the lesion occurred 
from the larger and irregularly shaped missiles. 

Hamothorax is a complication which arises from 
injury to blood-vessels belonging to the general 
rather than to the pulmonary circulation, such as 
the intercostals, the internal mammary arteries 
and veins, and the azygos veins. These vessels 
are not surrounded by muscular tissue, hence the 
tendency to hemorrhage from them. An additional 
cause of hemorrhage is due to the fact that the 
blood shows no greater tendency to clot when it is 
in contact with the endothelial lining of the pleura 
than it does when in contact with the endothelium 
of the blood-vessels. ‘Toeuniessen found that at 
first the fluid was dark red, with a cell count essen- 
tially similar to that of blood, but with fewer red 
cells and a higher percentage of eosinophiles. The 
fluid had no tendency to clot in the pleural cavity 
or when withdrawn. When the vessels had finally 
stopped bleeding the fluid became brighter red, 
with a decrease in the number of red cells, though 
the white cells remained the same. The percentage 
of eosinophiles gradually increased, as much as 
70 per cent. The fluid while showing no tendency 
to clot in the pleural cavity, clotted when with- 
drawn. During the stage of absorption the fluid 
became less haemorrhagic and at times almost 
entirely serous. At this stage it again lost its 
clotting power when withdrawn from the pleural 
cavity. 

Penzoldt states that at first the blood is defibri- 
nated, and later as pleuritic irritation develops, 
an increase in leucocytes occurs with the develop- 
ment of a new blood-clotting substance from the 
pleural endolethelium. When the fluid remains 
long enough in the pleural cavity this clot-pro- 
ducing substance gradually disappears with the 
pleural irritation. The presence of the eosinophiles 


is due to some local cause as they are not present 
in increased number in the circulating blood. 

Sauerbruch has pointed out that bleeding from 
lung tissue, or the vessel of the pulmonary circula- 
tion, is of short duration. The lung tissue itself 
seems to possess a hemostatic action; the early 
clotting of blood is also favored by the low pres- 
sure existing in the pulmonary system of vessels; 
and, lastly, the vessels of the pulmonary, circulation 
are surrounded by a loose tissue which, on injury, 
contracts down on the bleeding vessel. 

The most important principle in the treatment 
of hemorrhage is absolute rest which favors a low 
blood-pressure and clotting. Since it has been 
shown that late bleeding is apt to occur in from 
eight to fourteen. days after the injury it is better 
to allow a period of rest of two weeks to elapse 
before extended transportation is undertaken. 

Out of 84 post-mortems observed by Bradford 
and Elliott at Boulogne, in which death resulted 
from chest-wounds, 69 had effusion of blood in the 
pleural cavity; 23 died of complications like puru- 
lent bronchitis, paraplegia, or abdominal lesions; 
46 died from hemothorax, in 38 of which infection 
was present. Death from hemorrhage resulted 
only in one case. 

In one group of 168 cases of haemothorax treated 
clinically 114 were sterile and 48 had such large 
effusions that it was necessary to aspirate. Twenty- 
eight infected effusions survived after resection of 
rib. Twenty deaths were due to infection. 

In a second group of 160 cases, 68 remained sterile, 
and of these 41 required aspiration, 53 cases were 
infected and survived resection of rib. Out of 21 
deaths 16 were infected. There was one death from 
simple hemothorax. 

The foregoing statistics show the dangers of 
infection in haemothorax. The authors insist on a 
rest of three days after the receipt of the wound. 
The patient is then taken as rapidly and com- 
fortably as possible to a place where surgical work 
may be undertaken with safety. 

Aspiration to remove part of the fluid and to 
thereby hasten absorption should not be delayed 
unduly since the presence of hematoma favors the 
formation of dense pleuritic adhesions with time. 
The military surgeon is often prevented from 
operating with safety in field practice, but when- 
ever he commands his environments for aseptic 
work the rule of aspirating early rather than late 
should be practiced. The presence of increased 
temperature which prompts aspiration is not always 
the result of sepsis. The rise may be due to absorp- 
tion of fibrin, and it may be further aggravated by 
respiratory embarrassment and mental worry. 
The rule is to aspirate in all cases of irregular tem- 
perature and to practice thoracotomy whenever 
pus is found. 

When aspiration becomes necessary the amount 
of fluid to be withdrawn is a debated point. Sauer- 
bruch believes that this should not exceed 20 to 
30 ccm. If too much fluid is removed the intra- 
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pleural pressure will be lowered and there will be 
a tendency to recurrent hemorrhage. In order 
to avoid this danger it is better to aspirate with a 
simple aspirating needle to which is connected a 
rubber tube 30 cm. long, the whole of which is 
filled with sterile water and the distal end immersed 
in a basin of sterile water. This method produces 
a suction equivalent to the difference in the level 
between the surface of the water in the basin and 
the level of the needle which may be varied up to 
30 cm. This amount of suction can be practiced 
with safety. The method is less risky than the use 
of an aspirating bottle and pump with which a 
negative pressure of considerable amount may be 
produced by the pump. 

In pneumohemothorax air present above the 
level of the liquid generally disappears rapidly 
unless there is a permanent communication with a 
bronchus. The latter adds to the danger of sepsis, 
and when sepsis ensues thoracotomy is in order. 

Cardiac injuries are treated by absolute rest and 
morphia given in sufficient quantities to keep the 
patient drowsy. Immediate operation is rarely 
possible under field conditions at the front. The 
service that preceded the Harvard Unit removed a 
bullet by operation that lay free in the pericardial 
cavity. The patient recovered in spite of an em- 
pyema following the operation. 

All cases with a patent opening in the pleura 
become infected. The frequency of infection 
depends largely upon the character of the missile, 
and the condition of the patient’s skin and clothes. 
Infections are more frequent in proportion to the 
distance from the front. One observer saw empyema 
in 3 out of 28 cases; another 2 out of 43 cases. 
Tuffier saw infections develop most frequently after 
shell wounds and when a foreign body was lodged. 

Some observers point to the resistance of the 
pleura to infection as shown in repeated instances 
of infected external wounds leading to the pleural 
cavity in which the pleural wound closed, thus 
warding off infection. It is generally agreed that 
the pleural membrane and the extrapleural fibrous 
tissue are very resistant to the passage of infection 
from the extrapleural to the intrapleural surface. 
Nevertheless care should always be taken not to 
open the pleura in cases of large septic hematomata 
that develop extrapleurally and which are not 
connected with the pleural cavity. 

When thoracotomy becomes necessary it should 
be done at the most dependent part of the cavity 
and the opening should be large enough to admit 
the hand for thorough exploration and to remove 
foreign matter. Such a procedure wards off em- 
pyema and enables the operator to remove lodged 
missiles embedded in lung tissue near the surface. 

The author concludes his article with the fol- 
lowing summary: 

1. Intrathoracic hemorrhage is most likely to 
cease when the patient is absolutely at rest; there- 
fore he should be kept in bed (under morphia if 
necessary) at the first available station. 


2. Symptoms rapidly developing, suggesting 
pneumonia with marked dyspnoea, are probably 
due to the production of a large hemothorax or a 
pneumothorax. Such cases should be aspirated 
and sufficient fluid withdrawn to relieve the dys- 
pnoea. Care should be taken not to produce a 
negative pressure within the thorax by the use 
of an aspirating bottle. A simple needle with 
rubber tube 30 cm. long, filled with sterile water, 
and the open end immersed in a basin of sterile 
water, will produce as great a suction as it is safe 
to use. With such an apparatus as much fluid can 
be withdrawn as will run out of its own accord. 

3. After three days the danger of infection 
exceeds that of hemorrhage. Therefore, if the 
patient is not in a place equipped for diagnosing 
and operating for empyema, he should be removed 
to the nearest hospital so equipped, and kept there 
for at least two weeks. 

4. Whenever the patient presents an irregular 
elevation of temperature, exploratory aspiration 
with a small hypodermic syringe, armed with a long 
needle of large bore, should be performed. 

5. Whenever the pleural fluid is found infected, 
a long thoracotomy opening should be made and 
free drainage instituted. 

6. If the patient is in a dangerous condition, 
prolonged search for the presence of a foreign 
body should be deferred. However, all foreign 
matter should be removed as soon as possible in 
order to hasten the final closing of the wound. 

L. A. LAGARDE. 


Herrick, J. F.: Enlarged Thymus in Infancy. 
Surg., Gynec. & Obst., 1916, xxii, 333- 

The symptoms of enlarged thymus may manifest 
themselves within a week after birth. The symp- 
toms are very similar to those of a foreign body in 
the air passages. The respiratory difficulty may 
manifest itself in all possible grades, from a mild 
stridor to very severe dyspnoea with fatal termina- 
tion. The symptoms may be the result of pressure 
on the trachea, on the large vessels, or on the right 
auricle as appeared in one of the following cases. 
The diagnosis is aided by more gradual onset, in- 
creasing trouble, absence of X-ray. evidence of 
foreign body, with X-ray shadow of enlarged gland, 
broadened sternal dullness, negative laryngoscopic 
findings, and failure of intubation to relieve. The 
child is usually well nourished but the complexion 
is usually pale and pasty. There is no disturbance 
of pulse or temperature. The treatment may be 
surgical or X-ray. The former is at times followed 
by death. The latter is safe and effective. 

Six cases are reported: Case 1, aged 1 year, 
died under anesthesia, in an effort to locate a foreign 
body. Autopsy revealed a very large thymus over- 
lying the right auricle; no foreign body present. 
Case 2, aged 3 years 7 months; symptoms present 
since the child was 3 years of age. ‘The child died 
suddenly without treatment. Case 3, aged 6 
months; symptoms began when child was ten weeks 
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old. Symptomatic treatment only was _ given. 
The child was living but in a serious condition 
when 1o months of age. Case 4, aged 4 weeks; 
symptoms present since two weeks of age, attacks 
very severe. Treatment with X-ray was followed 
by recovery. Case 5, aged 8 months; symptoms 
present since first week after birth. Treatment by 
X-ray; recovery. Case 6, aged 2 months; symp- 
toms present since first week of life. Treatment 
by X-ray; recovery. 


TRACHEA AND LUNGS 


Villeon, P. de la: The Surgical Extraction of Intra- 
pulmonary Projectiles, Superficial and Deep, 
Under the Screen, by Simple, Rapid, and 
Certain Means (L’extraction operatoire des pro- 
jectiles intrapulmonaires, superficiels et profonds, 
sous l’ecran, par un procede simple, rapide et sur). 
Bull. Acad. de méd., Par., 1916, Ixxv, 275. 

Thoracopneumotomy for the extraction of intra- 
pulmonary projectiles has been practiced by the 
author with uniform success. 

He also uses a method much simpler and more 
rapid, which was carried out successfully in 29 cases. 

The principles of this new procedure are based 
on the method for using the radioscopic screen 
for the extraction of intrapulmonary projectiles, 
which was originated by Mauclaire. Villeon’s 
technique is different from that of Mauclaire in that 
it allows of the extraction of deep as well as super- 
ficial projectiles. 

The projectile being located by X-ray, the 
anexthetized patient is placed under the screen, in 
a dorsal or abdominal position, according to the 
nearness of the projectile to the anterior or posterior 
surface of the lung. The projectile makes a shadow 
on a point of the thoracic parieties. Two or three 
finger-breadths away, in the intercostal space, by 
means of a tenotome or a fine blade, a narrow 
5-mm. buttonhole incision is made in the skin. 
Through this incision is introduced a closed forceps 
(long Pean, long Kocher) or an old style forceps for 
the extraction of bullets. This forceps passes with 
difficulty into the narrow buttonhole incision, and 
following a line oblique to the normal of projection, 
leads directly to the projectile. It turns aside 
before it the intercostal fibers, grazes the upper 
border of the inferior rib (to avoid wounding the 
vessels), and always closed, goes through the 
parietal pleura, then the visceral pleura; it then 
enters the parenchyma where by a gentle handling 
it is pushed up to the projectile and touches it. 


At this moment, the X-ray operator intervenes 
for the second time, to ascertain whether the 
forceps is in the right place, if not, to correct the 
direction. ‘The forceps touches the projectile and 
mobilizes it. The forceps then opens gently, catches 
the fragment and extracts it as the opening through 
which the forceps enters the skin incision is very 
small, on withdrawal not a particle of air enters; 
hence no pneumothorax results. The operation lasts 
but a few minutes, frequently only a few seconds; in 
difficult cases, 5 to 7 minutes; in simple or typical 
cases, 40 to 60 seconds. With one suture the 
button-hole incision is hermetically closed imme- 
diately after the regular dressing is applied. The 
patient is returned to bed, and receives a hypodermic 
injection of 0.02 cg. of morphine, to avoid excite- 
ment upon awakening, and to insure respiratory 
quiet. In cases of large projectiles, the skin in- 
cision is enlarged only when the forceps with the 
projectile in its blades reaches the skin opening, 
which can be enlarged as required. 

In cases of deep projectiles (8 to 12 cm.), the 
author employs an old model, long bullet forceps. 

This sort of instrumentation has given satis- 
factory results in 16 cases, and only in a very few 
cases did any air enter the pleural cavity, or slight 
subcutaneous emphysema result, incidents without 
consequence, all of which the author hopes to 
avoid in the future by using a forceps (on the style 
of Grunwal’s) which he is now constructing. 

It sometimes occurs that when the lung is free 
of all attachments, the forceps does not penetrate 
the parenchyma at the first attempt, which occur- 
rence permits of invagination and depression. 
Slight force may be safely used on the visceral pleura 
in order to enter the parenchyma. The organ 
resumes its normal shape and the seizing is easily 
done. The post-operatory sequele are of extreme 
simplicity. Slight blood expectorations for two or 
three days thereafter are of no importance. 

The day following the operation, the patient 
may sit up in bed. The author’s patients left the 
hospital on the fourth day; in a few serious cases 
on the eighth day. All cases were devoid of post- 
operatory pyrexia. The fever curve remained at 
37°C. All symptoms disappeared in four weeks. 

The author never uses costal resection and never 
has been troubled with pneumo- or hemothorax. 

This technique has been used by the author in 
16 cases, withdrawing 17 projectiles: 9 superficial, 
8 deep (6, 8, 10, 12 cm. deep); 6 in fixed lung, 11 
in free lung. Raout L. Vioran. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Wallace, C.: Tabular Statement of 500 Abdominal 
Gunshot Injuries. Lancet, Lond., 1916, cxc, 502. 


Wallace gives a very interesting tabulation of 5rr 
abdominal gunshot injuries. The table which is a 


large one shows the nature of the operations per- 
formed, and the character of the lesions encountered. 
The cases were brought to two field hospitals de- 
voted to the care of abdominal wounds, which were 
well advanced to within 5,000 yards of the fighting 
line. Like all statistics gathered so near the front, 
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the mortality appears greater than one is apt to 
observe further away on the line of communication. 
The principal facts obtained may be summarized 
as follows: 


Total number of cases........°....... + eht 
Arrived moribund. ............... -145 
Total mortality excluding the moribund ...45.8 percent 
Tota] mortality including the moribund ...61.25 per cent 
Considered with view to operation... .. Kaine Wea oes 306 
No operation considered advisable. eres 
Total operative mortality......... ....53-9 percent 
Total hollow viscera mortality. ................eeeees 64.5 percent 
Stomach (uncomplicated) mortality................... 43.75 per cent 
Small gut (uncomplicated) mortality.................. 63.8 per cent 
Great gut (uncomplicated) mortality.................. 60 per cent 


The next table gives approximately the number of 
times the viscera were injured, the unoperated cases 
not being included. 


Alone of With 

Hollow Other Total 

Viscera Hollow 

Viscera 

IN aos ons <,5:0% sanas : 16 7 23 
IN oo 66 sack cro taserciace : : 69 21 go 
SS err re ee ree 61 12 73 
| Ore re crete xe me we 48 
Erte erent et ane ‘ ae II 
eee ae ia 13 
NS 5 0c roraro.bcacecd leant : ee 13 
Ureter.... a er ; ; és 3 


Pancreas. . = : - ct 
* To the 48 cases another 15 cases should be added in which the liver 
was almost certainly injured, but in which no operation was performed. 


civ date Soe ens ‘ I 


In the small gut, resection has a higher mortality 
than suture, but this is doubtless due to greater 
initial injury among the resected cases. The actual 
junction line, in the resected cases, rarely gave 
trouble. Three cases of obstruction were due to 
non-toxic paralysis. Resection is to be used instead 
of suture when the saving of time is an object. 
Contused edges were found to heal well and without 
slough, after suture. The soldier’s small intestine 
is usually empty — the converse is true of the large 
gut. 

Of 23 stomach wounds only 11 were uncomplicated 
by other lesions; the anterior wall was most often 
involved; anteroposterior wounds were not com- 
monly found; extravasation of stomach contents 
was fairly frequent, depending on the time of the 
last meal. 

Of 7 fatal cases of stomach injury, uncomplicated 
by wounds of other hollow viscera, 4 died as a result 
of primary hemorrhage. The author dwells on the 
seriousness of wounds of the epigastric region, and 
he favors operation in all cases. 

The absence of injury to the spleen in stomach in- 
juries was notable and it suggests that such injuries 
seldom live to reach surgical care. 

In the large intestine, the mortality was 60 per 
cent as a result of peritonitis or, perhaps more fre- 
quently, septic infiltration of the retroperitoneal 
tissue. Wounds of the transverse colon are more 
apt to be multiple than those of the other divisions 
of this gut. 

Considering the extent of the injury, the wounds 
of the great gut are much more fatal than those of 
the small gut, no doubt due to the greater toxicity 
of the great gut contents. 

Most of the injuries of the liver were explored for 


hemorrhage. A good many cases might have re- 
covered without operation. 

It is suggested that a good many spleen cases 
recover spontaneously and that it is only when the 
vessels are torn that bleeding is excessive. The 
kidney and spleen seem to be not uncommonly 
injured at the same time, while the stomach nearly 
always escapes. L. A. LAGARDE. 


Walker, M. H., Jr., and Ferguson, L. M.: Peri- 
toneal Adhesions; Their Prevention with 
Citrate Solutions. Ann. Surg., Phila., 1916, 
Ixiii, 198. 

The authors have performed more than 100 
experiments upon rabbits with the idea of discover- 
ing the exact effect of hypertonic solutions of sodium 
citrate and sodium chloride upon the peritoneum 
and upon peritoneal adhesions. By careful histo- 
logical examination of sections made of adhesions 
taken from one to fifteen days after operation, they 
find the pathology of adhesion formation is simply 
the process of healing as found wherever tissue has 
been destroyed. 

First, an inflammatory exudate of serum and 
blood is poured out and quickly coagulates. This 
exudate is composed of fibrin with a few red and 
white blood-cells in its meshes. The adherent 
fibrinous exudate is the framework upon which the 
fibrous adhesions are built. Within 48 hours the 
connective tissue and endothelial cells at the base 
of the adhesion begin to proliferate. Fibroblasts 
and new blood-vessels appear very rapidly until, 
at the end of a week, the adhesion is made up of a 
fairly dense fibrous tissue, containing a moderate 
amount of blood-vessels with no inflammatory 
exudate. As time goes on the vessels become 
less numerous and the fibers of the adhesion appear 
to reach in among the muscle-bundles of the muscle- 
coat of the bowel, or of the abdominal wall, as the 
case may be. Meanwhile the endothelial cells of 
the peritoneum have proliferated and covered the 
abdominal surface of the adhesion. The final ap- 
pearance of the adhesion is simply that of a dense 
scar-tissue band covered with peritoneum. 

As the result of their experiments the authors 
conclude that hypertonic citrate solutions do, under 
certain conditions, prevent peritoneal adhesions 
after laparotomy. The best solution is sodium 
citrate 3 per cent and sodium chloride 1 per cent. 
Theoretically in human surgery, after clean lapa- 
rotomies, a sufficient amount of solution should be 
introduced into the abdomen to bathe the whole 
peritoneum (500 to 600 ccm.) and smaller amounts 
would be of little value. 

The authors have not used the solution in human 
surgery and suggest that the question of shock must 
be considered and determined by actual tests in the 
operating room. They believe that if gauze packs, 
used to wall off the intestines, are wet in citrate 
solution, much fewer adhesions will result. Adhe- 
sions cannot be prevented in the presence of infec- 
tion by any known method. Large areas of denuded 
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peritoneum should be covered by plastic operations, 
for the larger the denuded areas left, the greater 
the likelihood of adhesion formation. [Iodine 
should be used with great care as very little, if 
allowed to touch the bowel, causes masses of adhe- 
sions. Dry gauze should not be used inside the 
abdomen. GATEWOOD. 


Pope, S.: The Prevention of Peritoneal Adhesions 
by the Use of Citrate Solution. Avn. Surg., 
Phila., 1916, lxiii, 205. 

Two years ago, the author advocated the use of 
sodium citrate with sodium chloride in solution 
for the prevention of peritoneal adhesions. His 
reasons were based upon experimental work done 
upon rabbits. Since that time, with Wallace Terry, 
he has used a solution of citrate of soda 2 per cent 
with sodium chloride 2 per cent in some 400 ab- 
dominal sections. In about 20 cases from four 
ounces to a pint of this solution was left in the 
abdominal cavity. In the other cases, the gauze 
pads and sponges were moistened with the solution. 
There is no evidence to show that the liability to 
infection is increased by this treatment, but, on 
the contrary, where peritonitis is present, a marked 
improvement seems to have occurred. The quan- 
tity of solution was left in the abdominal cavity of 
such cases as general post-operative adhesions, 
acute obstructions, pus-tubes, colectomies, resec- 
tions, and tuberculous peritonitis. ‘The abdominal 
wounds show more oozing during closure in these 
cases, but in no case was there evidence of post- 
operative hemorrhage or failure of union. This 
procedure causes pain and partially rouses the 
patient, so that it has been found expedient to 
have the incision almost closed before introducing 
the liquid. Ten of their cases have been reopened 
so that the benefits could be judged by inspection. 
The purpose of the citrate is to abolish excessive 
fibrin deposit with subsequent adhesion formation 
as it will not prevent inflammatory repair. 

GATEWOOD. 


Bayne-Jones, S.: Eventration of the Diaphragm, 
with Report of a Case of Right-sided Eventra- 
tion. Arch. Int. Med., 1916, xvii, 221. 


The author reports a case of eventration of the 
right side of the diaphragm. This diagnosis, made 
from physical examination, was the first of its kind 
determined during the life of the patient. The 
clinical impression was confirmed at operation. 

The author has collected from the literature 45 
cases of eventration of the diaphragm. Of these, 
3 were right-sided and 42 were left-sided lesions. 

In the differential diagnosis between eventration 
and allied states, the author points out difficulties, 
particularly with regard to the differentiation from 
hernia of the diaphragm. He believes that no 
single method is capable of establishing this dif- 
ferentiation, but the combined methods render the 
diagnosis reasonably certain. 

He summarizes the various etiological hypotheses, 


showing that the weight of evidence is in favor of 
the opinion that the disease has a congenital origin. 
GeEorGcE E. BEILBy. 


GASTRO-INTESTINAL TRACT 
Dewis, J. W.: Aids in the Diagnosis of Surgical 
Conditions of the Stomach with Especial 
Reference to the Characteristic X-Ray Ap- 
pearance of the Syphilitic Hour-Glass in Con- 
trast to Those of Simple Ulcer and Cancer. 
Canad. M. Ass. J., 1915, Vv, 1056. 

The author believes that the greatest single 
aid in detecting cancer of the stomach and in differ- 
entiating this from ulcer is the X-ray. It is not 
easy to differentiate cancer from syphilitic ulcer of 
the stomach, and even the X-ray may fail to detect 
cancer near the cardia. In the lower two-thirds 
of the stomach, the X-ray examination ought to 
show cancer in every case, if properly done and 
correctly interpreted; and in the majority of cases 
it will detect cancer earlier than clinical methods. 

On the other hand, to determine whether cancer 
of the stomach is surgical, and when inoperable, 
while the X-ray is a valuable aid, the chief means 
are the ordinary methods and the experience and 
judgment of the clinician. The author thinks that 
surgery should be the treatment in all early cancers 
of the stomach; but that the reverse is true in ulcer 
of the stomach and duodenum except where there 
are acute perforated ulcers. 

Regarding chronic ulcers, whilst some extreme 
internists are so convinced of the probability of 
ulcers healing that they would persist in the medical 
treatment of practically all ulcers, yet it does not 
seem likely that an ulcer of the stomach or duode- 
num with a history of twenty or thirty years’ dura- 
tion can be cured with a month or two of medical 
treatment of any kind. 

Chronic ulcers of the stomach become surgical 
under these conditions: when there is chronic 
pyloric obstruction not relieved by medical means; 
when there is permanent hour-glass contraction; 
in the cases where pain and distress, sour regurgita- 
tions, and intractable dyspepsia do not yield to treat- 
ment; and finally when there are severe hemorrhages. 

In syphilis of the stomach the first clue is a history 
of infection confirmed by the Wassermann test and 
the X-ray. The X-ray is most valuable in a differ- 
entiative test. Pictures of syphilis do not show the 
moth-eaten appearance of cancer and there is much 
more involvement of the stomach wall than in 
simple ulcer. But the characteristic point that 
differentiates syphilis from cancer and simple ulcer 
is that in syphilitic hour-glass stomach a long regular 
isthmus is seen, at each end of which the walls of 
the stomach rise more or less abruptly or dumb- 
bell like. This is in contrast to the sharp incision of 
simple ulcer hour-glass with practically no isthmus; 
and the picture differs quite as much from the 
cancer hour-glass with the infiltrated walls of the 
stomach sloping irregularly away from the con- 
stricted portion. Hous E. Porter. 
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Squires, J. W.: Roentgen-Ray Diagnosis of Gastric 
Lesions. WN. Y. M.J., 1915, cii, 1227. 

For the purpose of roentgen ray study the 
author divides stomach lesions into two groups. 
The first includes tumors, chronic ulcers, adhesions, 
and syphilis, lesions which produce permanent de- 
fects in the stomach contour. In the second group 
are included acute simple ulcers and exogastric 
lesions or lesions which produce spasmodic stomach 
defects only. In either class a positive diagnosis 
cannot be made without the aid of the roentgen 
ray. 

In early carcinoma the radiographic findings are 
very similar to those in ulcer; and at this stage 
it is impossible to determine by the X-ray whether 
or not malignant degeneration has occurred. From 
an X-ray standpoint, however, the important line 
of division is not between benignancy and malig- 
nancy but to determine whether the lesion has 
advanced sufficiently to become a surgical case. 
This stage is determined by the production of 
permanent defects in the contour, six-hour stasis, 
and interruption of normal peristalsis. ‘The author 
emphasizes the importance of careful observation 
of gastric ulcers in the precancerous stages, as on its 
early recognition depends successful treatment. 

Radiograms are taken immediately after a test 
meal and every half hour after or even more fre- 
quently until sufficient data are obtained. This is 
followed by fluoroscopic examination. 

The diagnosis of gastric carcinoma requires a 
very careful consideration of the radiographic and 
fluoroscopic observations. ‘The characteristic find- 
ings in order of importance are: (1) filling defects; 
(2) absence of peristalsis in part involved; (3) mo- 
bility; (4) superimposing test; (5) pain at site of 
filling defect (fluoroscopic); (6) changes in the 
pylorus; (7) residue; and (8) advanced position of 
test-meal in six hours. 

The filling defect is the most valuable as it is 
constant and is not affected by stomach peristalsis. 

The various characteristic findings are shown in 
illustrations accompanying the article. 

The diagnosis of gastric ulcer is similarly based 
on radiography and fluoroscopy. In the case of 
chronic ulcer the following signs are basic: (1) per- 
manent irregularities in contour of stomach or cap; 
(2) interruption of peristaltic contractions; (3) in- 
cisura; and (4) locating pain directly over defect 
(fluoroscopic). Ho.us E. Porter. 


Palmer, C. L.: The Significance of Certain Roent- 
genographic Findings in the Gastro-intestinal 
Tract. J. Am. M. Ass., 1916, lxvi, 493. 


Normally the stomach can change its position 
without the help of alteration in body posture. 
When this mobility of the stomach is lacking, it is 
either due to restraining forces which prevent the 
movement, or else to lack of power to move. The 
former is the most frequent cause for lack of change 
of position of the stomach. 

Persistent supraposed stomach is due to a re- 


straint and not to lack of power. This restraint is 
most frequently exercised by adhesions due chiefly 
to cholecystitis, chronic appendicitis, traumatism 
(previous operation), or gastritis due to syphilis, 
cancer, or ulcer. 

Persistent infraposed stomach is not as frequent 
as supraposed stomach. It is caused by restraint 
or lack of power to move, most frequently lack of 
power, which is the case in chronic gastro-enter- 
optosis with relaxation of the abdominal walls. 

Long retention of the gastric contents (twenty- 
four hours or longer) is chiefly due to one cause, 
namely, cancer of the stomach. The other chief 
cause is long-standing chronic cholecystitis. Re- 
tention for a shorter time (six to twenty-four hours) 
has for its most frequent causes cicatricial contrac- 
tion of the pylorus due to healed ulcers, chronic 
appendicitis, chronic cholecystitis, typhlitis, and 
syphilis. 

Pylorospasm does exist, but it is not always 
present when extragastric lesions are prevalent. 
It probably depends on the reflex excitability of the 
individual’s nervous system. 

Diagnoses made by judging from the roent- 
genograms, together with the history of the case 
and other clinical evidence obtainable, are correct 
in nearly every case. This was demonstrated in 
the majority of the cases by subsequent operation or 
necropsy. In most of the others it was shown with 
a satisfying degree of probability by the subsequent 
course of the case. 

Roentgenograms have revealed certain facts 
which can be demonstrated by other means. The 
most prominent of these are the obstructive lesions 
which are, as a rule, located either in the pylorus of 
the stomach or in the region of the cecum and are 
usually due to definite conditions. 

By the use of the stomach-tube in gastric analy- 
sis, facal examinations, the charcoal test, Bastedo’s 
test, and careful analysis of clinical symptoms and 
physical signs, it is possible, in a certain number of 
cases, to make a very accurate diagnosis without the 
use of the ray. In all cases which are readily diag- 
nosed without the ray, however, roentgenograms 
should be taken and carefully interpreted along with 
laboratory tests, clinical history, and physical 
findings, in order to obtain a clear diagnosis. 

EpWwArD L. CoRNELL. 


Mann, F. C.: A Study of the Gastric Ulcers Fol- 
lowing Removal of the Adrenals. J. Exp. 
Med., 1916, xxiii, 203. 

Mann noted at autopsy that animals dying after 
the removal of beth adrenals showed acute ulcera- 
tion of the gastric mucosa in a large number of 
cases, and he states that other investigators have 
noted similar results. As no lesion of the gastric 
mucosa was found at autopsy in a series of more than 
200 practically normal animals, it seemed to the 
author that spontaneous ulcers were not common 
in these animals. He therefore subjected a large 
series of animals to adrenalectomy and the results 
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were studied. The lesions he found in the gastric 
mucosa after death from adrenal insufficiency con- 
sisted of two main types, one a wide-spread, super- 
ficial erosion, the other a true, punched-out ulcer 
formation. ‘The gastric erosions practically always 
occurred in the fundic division, and in most cases, 
the author states, the pyloric mucosa appeared 
normal. The duodenal mucosa was usually con- 
gested in the adrenalectomized animals, and in 
several instances there were definite ulcers. These 
duodenal ulcers occurred just distal to the pyloric 
ring and appeared like cauterized areas about 1.5 
cm. in diameter. They were deeper at the center 
than at the edges, penetrating to the muscularis 
mucosa at the center, and they showed no evidence 
of hemorrhage. 

To summarize briefly, acute ulcers of the gastric 
mucosa are found in a large percentage of dogs and 
cats dying after adrenalectomy. These ulcers seem 
to develop during the moribund period. They are 
apparently peptic ulcers forming at the site of local 
haemorrhages in the gastric mucosa. They are true 
acute ulcers, usually penetrating to the muscularis 
mucosa with a total loss of epithelium. They de- 
velop in the absence of pancreatic secretion and bile. 
However, they appear to develop only in an acid 
medium. GerorcE E. BEILBy. 


Friedenwald, J.: The Modern Method of Treat- 
ment of Diseases of the Stomach. Tivrap. 
Gaz., 1916, xl, 77. 


The treatment of diseases of the stomach was 
discussed with regard to the use of the stomach- 
tube, with regard to the diet, to the use of medicinal 
agents, of mechanical supports, of mineral water 
cures, and with regard to surgical measures. 

Freidenwald classified the indications for opera- 
tion under three heads, as follows: 

1. Obstructions. Gastrostomy is indicated in 
impermeable stricture of the cardiac orifice or of 
the oesophagus. In benign obstruction of the 
pylorus, pyloroplasty, gastro-enterostomy, or py- 
lorectomy is indicated. In malignant disease 
pylorectomy is indicated for cure and_gastro- 
enterostomy for relief. 

2. Gastric ulcer. The indications for operation 
are perforation, pyloric obstruction, and ulcers 
resisting medical cures. The operations indicated 
are excision of the ulcer, pylorectomy, pyloroplasty, 
or gastro-enterostomy. 

3. Gastric carcinoma. An exploratory incision 
should be urged in all cases over 40 years of age 
with manifest symptoms of indigestion which are 
not relieved by a few weeks of medical treatment 
and in which the diagnosis is still doubtful after a 
thorough examination. J. W. Turner. 


Case, J. T.: Roentgen Studies After Gastric and 
Intestinal Operations. J. Am. M. Ass., 1915, 
Ixv, 1628. 


For several years Case has pursued the roent- 
genologic study of patients after gastric and in- 


testinal operations. The results of this study are 
given under the headings: (1) Acute small bowel 
obstruction; (2) gastro-enterostomy; (3) appendec- 
tomy; and (4) ileocolostomy. 

Experience has shown the value of roentgen 
examination in the diagnosis of post-operative acute 
small bowel obstruction with special reference to 
the decision as to the advisability of surgical inter- 
ference. No barium or opaque meal is usually 
given, the observations being made by the gas 
distention of the intestine. 

After gastro-enterostomy it has been believed that 
the rapid exit of food from the stomach was pre- 
vented by the formation of rythmically contracting 
constriction rings in the duodenum. The author 
has observed analogous action in a large number of 
cases in which the ordinary gastrojejunostomy had 
been performed; viz., a sort of sphincter action 
established in the jejunum at a point varying from 
3 to 6 ccm. below the gastrojejunal opening. 

Case says that after gastro-enterostomy there is 
a stagnation of food in the jejunum near the site 
of the gastro-enterostomy, due to the inhibition 
of onward peristaltic activities at this point. 

The occurrence of cecal stasis following ap- 
pendectomy is very common. Case believes that 
retention occurs at the site of the stump of the 
appendix, and that it has some relation to the in- 
vaginating suture by which the stump is usually 
buried. 

Most of the cases examined, all in fact except 
those cases in which an artificial ileocolic valve had 
been formed, have shown incompetency of the 
ileocolic stoma permitting an enema to flow back 
into the small bowel as well as retrogradely around 
the colon to the cecum as far as the stump of the 
colon. In long operated cases especially there is 
very definite ileal stasis. 

From his studies Case states that in a very con- 
siderable percentage of cases in which the operation 
of ileosigmoidostomy is performed for the relief 
of intestinal stasis, the end-result is infinitely worse 
than if the patient had not been operated on, at 
least as far as the stasis is concerned. 

Hous E. Porrer. 


Downes, W. A.: Operative Treatment of Pyloric 
Obstruction in Infants; Review of Sixty-Six 
Cases. Surg., Gynec. & Obst., 1916, xxii, 251. 

The author reports 66 cases operated upon in 
five and one-half years. All presented the char- 
acteristic symptoms. A tumor was palpated in 
every case before operation. 

The theory best explaining the symptom-complex 
is that a true malformation is present at birth con- 
sisting of an abnormal thickening of the circular 
muscle of the pylorus, and to this is added an 
oedematous condition some ten days, or later, after 
birth. The cedema probably results from the 
increased activity of the stomach necessary to 
force an increasing amount of food through the 
narrowed and elongated pyloric lumen. 
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Gastro-enterostomy was performed upon 31 of 
the 66 cases, the remaining 35 being operated 
on according to the Rammstedt method. Of the 
31 cases in which gastro-enterostomy was done 
there were 11 deaths—a mortality of 35 per cent. 
Of the 20 discharged as cured, 2 afterwards died of 
gastro-enteritis and 1 died of diphtheria. The 
remaining 17 are well and have developed normally. 
Roentgen-ray examination shows the stomata 
working satisfactorily, and little or no bismuth 
passing through the pylorus. 

Not satisfied with the results from gastro-enter- 
ostomy it was decided to try the partial pyloroplasty 
of Rammstedt. Consequently, this operation has 
been done in the last 35 cases. In this series there 
were 8 deaths, a mortality of 23 per cent. Of the 
27 cases discharged as cured, 2 have died since 
leaving the hospital, the remaining 25 are well 
extending over a period from a few weeks to one 
and one-half years. In no case has there been a 
return of the symptoms. 

The cases operated on according to the Rammstedt 
method vomited less and were easier to feed after 
operation. 

The advantages of the partial pyloroplasty over 
gastro-enterostomy are: (1) time consumed for 
operation, the former requiring less than half the 
time necessary to perform the latter; (2) the opera- 
tion requires much less surgical skill than gastro- 
enterostomy; and (3) the continuity of the gastro- 
intestinal tract is preserved. Roentgen-ray exam- 
ination one and one-half years after operation and 
autopsy on one case dying three months after 
operation demonstrates the fact that the stomach 
functionates normally, and that the tumor entirely 
disappears after this procedure. 


Jefferson, G.: Ulcer of the Duodenopyloric Fornix. 
Ann. Surg., Phila., 1916, lxiii, 328. 

As is well known, duodenal ulcers have a peculiar 
partiality for that part of the duodenum immediately 
adjoining the stomach, and the probable réle of the 
gastric juice in the production of these ulcers is 
obvious. The pylorus when viewed from the duod- 
enum appears as a knoblike projection formed by 
the massive muscular ring which constitutes the 
pyloric sphincter. The furrow which surrounds 
this knob is termed the duodenopyloric fornix. 
The depth of this sulcus varies considerably, being 
shallow in relaxed hypotonic stomachs, and espe- 
cially well marked in duodenal ulcer where gastric 
hypertonus is the rule. Owing to the absence of 
valvule conniventes in the suprapapillary duod- 
enum, the examination of the interior of this part 
is relatively easy, and it is almost impossible to 
overlook an ulcer, unless it be situated on the 
posterior wall and hidden by the projecting pylorus. 

The author believes that the duodenopyloric 
fornix is a frequent site of ucler, and that ulcers 
usually classed as “‘pyloric,”’ a term which suggests 
gastric origin, are really duodenal. Chronic ulcers 
of the stomach rarely involve the pyloric canal, 


most of them being some distance from the pylorus, 
while duodenal ulcers become more frequent as the 
pylorus is approached. The result of ulcer in this 
location is the destruction of the usual landmarks, 
making it very difficult to tell the exact point of 
origin of such an ulcer. Cases are now on record 
in which the duodenal ulcer has been quite healed, 
while its invasion of the pylorus has become 
malignant. The great difference in the frequency 
of carcinoma following duodenal and gastric ulcer 
makes differentiation extremely important. 
GATEWOOD. 


Bryan, R. C.: Ulcer of the Jejunum. 
& Obst., 1916, xxii, 279. 

Ulcer of the jejunum is apparently a most rare 
condition, there being only four cases recorded in the 
literature which arose de novo and independent of a 
previous gastro-enterostomy. ‘The author’s case 
was that of a man 48 years old, with a history of three 
years’ duration of gastric pain which had been diag- 
nosed as ulcer of the duodenum. He was suddenly 
taken with severe abdominal pain, followed by 
collapse; 17 hours later operation was performed. 
The stomach was bound down, hard, atrophic, 
pulled to the left and firm. About 3 inches from 
the duodenojejunal juncture a round punched-out 
ulcer about the size of a cherry stone was found. 
The patient died the following morning. 

Diagnosis of this condition apparently must be 
based upon deduction derived from observations 
of jejunal ulcers forming after a previous gastro- 
enterostomy. According to the more recent the- 
ories these ulcers develop from autodigestion of 
the mucosa by an acid action which has been poorly 
modified by the alkaline products of the upper gut. 

This has, in a measure, been corroborated by the 
experimental work of Exalto, Kathe, Wullenstein, 
and more recently by Soresi of New York. Wilkie 
has done some interesting experimental work on 
dogs in which he performed gastro-enterostomies 
administering various amounts of hydrochloric acid, 
thus noticing the development of jejunal ulceration. 
The author is not certain but that there is an 
association of this condition also with the state 
“‘linitis plastica,” the gastro-intestinals clerostenosis 
of Krompecher. In appropriate cases excision, 
resection, or enterectomy are apparently the 
operations of choice. 


Surg., Gynec. 


Deaver, J. B.: Acute Appendicitis. NV. V. M/. J., 
1916, Ciii, 241. 

Appendicitis is the most common intra-abdominal 
inflammation and the appendix constitutes the 
avenue by way of which infection most commonly 
invades the upper abdomen. There are three peri- 
toneal fossz in relation to the appendix, the ileocolic, 
the ileocecal, and the subcecal, the appendix being 
occasionally buried in one of the last two, thus ex- 
plaining why the organ is believed to be absent. 
The author has never failed to find an appendix in 
the many cases he has operated upon. 
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The appendix may be found below and to the 
outer side of the cecum, to the outer side of the 
cecum and colon, pointing upward and outward, 
behind the cecum pointing upward; to the inner 
side of the cecum, lying beneath or above the ter- 
minal mesentery of the ileum; and pointing down- 
ward, occupying the false and even the true pelvis. 
Thus the location of the point of tenderness and of 
referred pain must differ in particular cases, and 
symptoms pointing to gall-bladder, duodenal, 
pyloric, pancreatic, or pelvic disease may arise. 

The etiological factors of importance are: age, 
previous attacks of appendicitis, catarrhal conditions 
of the gastro-intestinal canal, infectious diseases, 
especially influenza, and digestive disturbances, 
the latter resulting in a great increase in the bacterial 
flora of the intestine. 

The peritoneum defends itself by the function 
of exudation and absorption, the former enabling 
it to form adhesion of a protective character, and 
any treatment that breaks down these adhesions, 
such as purgation, defeats that protective function 
and may be harmful in the extreme. 

Appendicular abscesses are met with in several 
situations: (1) in front of, below, and to the outer 
side of the cecum, the pus being confined by the 
cecum, small bowel, omentum, etc.; (2) to the 
outer side of the cacum and ascending colon or be- 
hind the cecum in the layers of the mesocolon; (3) 
in the pelvis; (4) near the median line to the median 
side of the caecum; (5) free in the abdominal cavity 
or existing in the shape of many pockets between 
the coils of intestines. In addition there are seen 
secondary abscesses, which occur close to the 
original abscess, residual abscesses occurring at the 
site of the primary abscess, and metastatic abscesses, 
which occur at any point distal to the site of the 
original, or as a parotid abscess, pyelophlebitis, etc. 

The clinical history is typical, a previously well 
individual being seized with acute abdominal pain, 
first referred to the umbilical or epigastric region 
and accompanied by vomiting. The pain soon 
becomes localized to the right iliac fossa and 
muscular rigidity is noted. If this sequence is 
interrupted, the diagnosis of acute appendicitis 
may be doubted. Fever is always present. If the 
appendix is in the pelvis the pain is likely to be 
left-sided. Suddenly subsiding pain followed by a 
chill points to gangrene, while exquisite tenderness 
denotes the presence of pus. The differentiation of 
importance lies between acute cholecystitis and 
appendicitis. 

The treatment is comprehended in the following 
points: (1) examine the patient thoroughly and not 
through the clothes; (2) give no aperient medicine; 
(3) 4/12 to #/1s grain of morphine will not mask the 
symptoms and may be safely given when the pain 
is severe; (4) the diagnosis having been made the 
proper measure is immediate operation. In the 
presence of peritonitis and in the absence of opera- 
tion, set the patient up in bed, give nothing by 
mouth, place an ice-bag over the tender area, and 


institute enteroclysis. Operate in the cases of 
localized peritonitis where the lesion can be local- 
ized and there is peristalsis in the surrounding region 
of the abdomen. In diffused peritonitis defer 
operation until the peritonitis becomes a localized 
one. E. K. ARMSTRONG. 


Mayo, W. J.: Radical Operation for Cancer of 
the Rectum and Rectosigmoid. Tr. Am. 
Surg. Ass., Washington, 1916, May. 

The author discusses (1) operability, (2) operative 
mortality, (3) operative disability, (4) function fol- 
lowing operation, and (5) permanent cure, on the 
basis of a study of 753 cases of cancer of the rectum 
and rectosigmoid examined in the Mayo Clinic 
between January 1, 1893, and December 31, 1915. 
Of these, 430 were subjected to radical operation. 

Six hundred and nineteen cases gave an opera- 
bility of 53.1 per cent. Radical operation was 
seldom refused because of the local extent of the 
disease. Had it been possible to know the extent of 
the disease previously in some instances, patients 
would not have been operated on, though many in a 
very advanced stage were cured. Lymphatic in- 
volvement is usually late and in no case was lym- 
phatic extension alone the cause of inoperability. 
Theoretically, the abdominal cavity should be 
explored in every case because of the frequency of 
metastasis in the liver and peritoneal cavity. In 
very obese patients the posterior Kraske operation 
in one stage may be wise. 

In 430 radical operations the operative mortality 
was 15.5 per cent. During the last three years, in 
spite of the fact that 71.8 patients in each 100 were 
operated on, the mortality has been reduced to 12.5 
per cent; it has now been brought to about 10 per 
cent. In cases in which the disease in the rectum was 
movable the mortality was under 5 per cent. All 
patients dying in the hospital are classified as cases 
of operative mortality, without regard to length of 
time that death occurred after operation. Necropsy 
was secured on 95 per cent of patients dying in the 
hospital. The mortality in any given statistical 
group is low with low operability; high operability 
includes cases of advanced disease which greatly 
increase the mortality. Comparative statistical 
data of operative mortality means nothing unless 
the total number of patients examined, whether 
operated on or not, is taken into consideration. 

The causes of operative mortality are: (1) sepsis, 
39.8 per cent, usually due to soiling of the operative 
field with the infected contents of the involved bowel 
because the rectum had become fixed and the growth 
had penetrated its walls; (2) nephritis, 13 per cent 
acute, developing on chronic; (3) metastatic tumors 
undiscovered on exploration, 10.5 per cent (had the 
true condition been known operation should have 
been performed); (4) death from haemorrhage, 6.5 
per cent, in no case immediate, but blood-loss led to 
exhaustion, sepsis, etc. No case of shock without 
hemorrhage. Secondary hemorrhages were not 
truly secondary, but rather a continuation of badly 
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controlled haemorrhages; (5): death due to exhaus- 
tion, etc., often some days or weeks after operation. 

When aseptic healing took place, patients were 
discharged from the hospital as early as sixteen days 
and returned to work in thirty days. Infected 
wounds healed in from four to twelve weeks but the 
patients were not able to return to work for three or 
four months. 

The best function followed the tube resection 
described by Balfour and the C. H. Mayo method 
of direct end-to-end union. The Wier invagina- 
tion method gave excellent results when it could 
be used. In the Gripps operation, although the 
entire sphincter was removed, the functional results 
were as a rule excellent. In the majority of cases 
the radical operation necessitated a colostomy in 
the abdomen, or a posterior anus more or less un- 
controllable. The Mixter midline colostomy proved 
most satisfactory. 

As to permanent cures, of the 430 patients on 
whom a resection was done, 364 recovered from the 
operation. Eliminating those who were operated 
on less than three years ago, 33.3 per cent have lived 
three years or more, and 28.3 per cent have lived five 
years or more after the operation. These percent- 
ages may be fairly increased to 37.5 and 35.8 per 
cent, respectively, by subtracting from the mor- 
tality figures the normal death-rates for corres- 
ponding ages for periods of three and five years, 
1e., 4.2 and 7.5 per cent.! 


LIVER, PANCREAS, AND SPLEEN 


Collins, C. U.: Indications for Cholecystectomy and 
Cholecystostomy. ZIilinois M. J., 1916, xxix, 210. 
Letters were sent to 147 patients who had re- 
covered from cholecystostomies, asking if they 
had had any trouble with the gall-bladder or stom- 
ach since the operation. In all 102 replies were 
received: 74 said they had been perfectly well, so 
far as the gall-bladder and stomach were concerned; 
15 complained of some pain in the gall-bladder or 
stomach, or both, while 13 complained of still 
having severe pain at times in the region of the 
gall-bladder or stomach or both. 

Conclusions are drawn from 106 cases: 

1. The presence or absence of stones in the gall- 
bladder should not be considered in deciding to 
remove or leave a gall-bladder. It is entirely a 
question of infection. 

2. An infected gall-bladder had better be re- 
moved if there are no contra-indications. 

3. The location of a stone in the common duct 
may be a factor in the decision. If it has caused 
a recent attack of jaundice, a possible pancreatitis 
should be considered, and, if present, the gall- 
bladder should be retained and drained, at least 
temporarily. 

4. An acutely inflamed gall-bladder due to a 
virulent infection, evidenced by the clinical symp- 
toms, had probably better be retained and drained. 

! Medico-actuarial mortality investigation table. 
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A cholecystostomy is safer in these acute cases than 
a cholecystectomy. <A cholecystectomy may be 
safely done after the acute symptoms have sub- 
sided, if it is necessary. 

5. The small proportion of gall-bladders which 
contain stones with no present evidence of infection 
may be drained, although it may be safe in these to 


‘open the gall-bladder, remove the stones, and close 


it without drainage. 

6. The general condition of the patient may 
make a simple cholecystostomy the wiser procedure 
until the general condition improves. 

7. The history is not only the largest element in 
making the diagnosis, but is also of great importance 
in deciding the question of removing or retaining 
the gall-bladder. If the history shows persistent 
symptoms, indicating chronic infection, the gall- 
bladder had better be removed. 

8. In spite of these conclusions it takes the high- 
est surgical judgment to decide, at times, which 
will give the most ultimate benefit to the patient, 
the retention or removal of his gall-bladder. 

Epwarpb L. CorNELL. 


Bazy, M.: End-Results of Entero-biliary Anasto- 
mosis (Resultas éloignés des anastomoses entero- 
biliares). Bull. Acad. d. méd., 1916, xxv, 35. 


Bazy reports two rare operations: (1) hepatico- 
duodenostomy for obliteration of the common duct 
at the summit of Vater’s ampulla; (2) choledoco- 
duodenostomy for obliteration of the terminal 
portion of the common duct. He has only been able 
to find three similar cases in the literature and little 
is known of the end-results. ‘Two of these cases 
were reported by Terrier at the French Surgical 
Congress, 1908. 

In the two cases reported by the author both pa- 
tients were women and Bazy has been able to trace 
their history for sixteen months and eight years 
respectively after operation. In the latter case the 
woman became pregnant a little more than a year 
after operation, and was delivered of twins at term 
without any trouble. In her case the anastomosis 
has functioned well, and at no time during the past 
eight years has the integrity of the bile passages or 
the functioning of the kidneys been menaced. 

In the discussion Branet mentioned a similar 
operation in a case where the lower half of the com- 
mon duct was almost completely obliterated and 
the upper half was anastomosed to the duodenum. 
One year later there was, reappearance of icterus 
with other troubles and the patient died. 

A. Goss. 


Mapes, C. C.: Uncertainties of Understanding 
Anent Cholelithiasis. Am. J. Surg., 1916, xxx, 
54. 

The author reaches the following conclusions: 

1. That there are many uncertainties of under- 
standing anent the etiology, histopathology, symp- 
tomatology, and treatment of cholelithiasis. 

2. That the hypothesis that bacterial invasion 
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represents the terminal rather than the primary 
factor in cholelithiasis has been clearly disproved. 

3. That the medicinal treatment of cholelithiasis 
is a delusion, there being no drug which internally 
administered will cause disintegration of definitely 
formed choleliths. 

4. That the most favorable results may be 
expected to accrue from cholecystostomy, cholelithot- 
omy, and temporary drainage. 

5. That cholecystectomy is illogical and unwar- 
ranted except where the cholecyst is already 
damaged beyond hope of functional restoration or 
is involved in demonstrable malignancy. 

C. G. Heyp. 


Einhorn, M.: Pancreatic Stone Colic (Zur Klinik 
der Pankreassteinkolik). Berl. klin. Wehnschr., 
1916, liii, 110. 

Pancreatic stones are rarely observed in the 
human organism and their diagnosis during life is 
rarer still. Einhorn reports two cases which he has 
had under his observation. 

Of the diagnostic signs the occurrence of colic-like 
pain in the epigastric region which is associated with 
a transient appearance of sugar in the urine is the 
most characteristic. This pain is periodically re- 
peated and its sudden cessation speaks of the passing 
off of the stone. The appearance of a stone in the 
feces consisting chiefly of calcium carbonate without 
cholesterin or bile pigment points to its pancreatic 
origin. 

As a general rule the pancreatic function is not 
disturbed for a long time. Later there are disturb- 
ances wh'ch lessen the pancreatic activity. While 
the occasional appearance of sugar in the urine 
during an attack of colic is very important, it is 
not a sine qua non in the diagnosis of pancreas stone. 

If the ordinary methods of medical treatment fail 
and attacks are frequently repeated and become 
more severe in character, operatory interference is 
indicated. The gall-bladder and pancreas should be 
carefully examined and if stone is present it should 
be removed. Frequently the palpation of small 
stones even in the exposed pancreas is not possible. 
The gall-bladder should always be drained because 
much drainage has a favorable effect upon an exist- 
ing pancreatitis in the case of calculi. 

W. A. BRENNAN. 


Mayo, W. J.: The Spleen; Its Association with the 
Liver and Its Relation to Certain Conditions 
of the Blood. J. Am. M. Ass., 1916, lxvi, 716. 
The regularity with which splenic enlargements 
and other physical changes occur in association with 
diseases of the liver and of the blood has strongly 
impressed the author who, whenever possible, 
during an abdominal section examines the spleen. 
The examination of this organ by external means is 
often misleading and can never be relied on, 
although the X-ray offers some hope in the diagnosis 
of splenic pathology. 
Investigation has shown that not only does the 
spleen extract bacteria and other toxic agents 


from the blood but also conserves the food value 
of broken down blood-cells by sending their rem- 
nants to the liver for further elaboration. But 
whatever the function of the spleen is it must send 
its products through the splenic vein to the liver. 
This close association is well shown by the splenic 
hypertrophy attendant on liver cirrhosis and second- 
ary liver cirrhosis in the Banti stage of splenic 
anemia. ‘ 

That the liver may adequately: maintain this 
function of conservation, it has been given the 
power of regeneration. In all other organs of the 
body this power is practically nil, hypertrophy 
taking its place. 

Adami points out that in the liver the bacteria 
that have escaped the leucocytes are destroyed, 
giving rise to pigmented areas, and Vaughan advances 
the theory that bacteria are not vegetable but 
parasitic organisms, and that diseases such as ty- 
phoid and the preventive serums act to educate 
the cells of the body to resistance against certain 
organisms and to so change the body proteins that 
they are no longer bacterial food. 

Rosenow further demonstrates the selective 
affinity of bacteria and other substances for certain 
tissues or organs. Is it not probable that the spleen 
has the power of attracting certain substances in 
the blood as shown by splenic enlargements of 
typhoid, malaria, etc.? 

Moreover the spleen has no internal secretion, as 
removal does not deprive the body of an important 
constituent; nor is it under complete nervous con- 
trol through scanty nerve-fibers from Auerbach’s 
plexus. It does, however, contain much non- 
striated muscle which is possibly responsible for the 
digestive rhythmic change in size. 

As to the relation of the spleen to blood, normally 
in the foetus, the spleen, liver, adenoid, and lym- 
phoid structures are blood-producing organs; this 
power, in the spleen at birth, diminishing to the 
production of white cells. 

In the various anemias, the spleen acts as a grave- 
yard for the blood-cells, especially the red, not 
through its own initiative but as though the cor- 
puscles were sensitized in some other place and 
destroyed in the spleen. Thus, the enlarged spleens 
so often found in these conditions may be a work of 
hypertrophy and it would appear that possibly this 
excess of splenic tissue, or hypersplenism, may cause 
an unnecessary destruction of the red cells, there 
being many exciting causes for the onset of splenic 
enlargements; for example, the relief of the second- 
ary anemia in syphilis, particularly of the liver, 
by the removal of the enlarged spleen. 

In so-called primary tuberculosis of the spleen, 
the removal of the organ has occasionally benefited 
a few. It is likely, however, that the disease is 
never primary in the spleen, and such a diagnosis 
is rather the result of insufficient clinical study. 

In the anemia of chronic syphilis remarkable 
improvement followed the removal of the enlarged 
spleen. In chronic septic conditions with enlarged 
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spleens, removal does not bring satisfactory results 
as there is usually a very lowered resistance and a 
cardiorenal insufficiency to overcome. 

In splenic enlargements associated with hepatic 
disease it is often impossible to determine whether 
the process is primary in the spleen or liver. In 
Hanot’s cirrhosis, when diagnosed, undoubted 
benefit follows removal of the spleen. 

In 4 cases the author has removed an enlarged 
spleen in conditions of portal cirrhosis of the liver, 
with much relief of the symptoms. 

It must always be borne in mind that the spleen 
is only one avenue of entrance to the liver for nox- 
ious agents, but no matter in what manner hepatic 
disease occurs there is usually a concomitant 
splenic enlargement. 

The syndrome called splenic anemia, the terminal 
stage of which is known as Banti’s disease, may be 
cured in many cases by removal of the spleen. 

Cases of stomach hemorrhage in which no other 
origin can be found should be carefully examined 
for evidence of splenic anemia, as hemorrhage is one 
of the earliest symptoms in this condition. 

In Gaucher’s disease, described by Brill and 
Mandelbaum, it is the author’s experience that 
splenectomy in the early stages is followed by a cure. 

In hemolytic jaundice, which is of two types, 
that of Minkowski and that of Hayem and Widal, 
splenectomy gives the most brilliant results. 

In pernicious anemia, remarkable improvement 
follows removal of the spleen if done before the 
spinal cord changes occur. 

Preliminary to splenectomy and often following 
it, blood transfusion is necessary in the majority 
of cases. ‘The donor’s blood should always be tested 
with that of the recipient for agglutination and 
hemolysis. P. M. Cuase. 


Wahl, H. R., and Richardson, M. L.: A Study of 
the Lipin Content of a Case of Gaucher’s 
Disease in an Infant. Arch. Ini. Med., 1916, 
Xvii, 238. 

The case on which this study is based was that of 
an infant eleven months of age, with a clinical picture 
which, in general, simulated Gaucher’s disease. 
The spleen, liver, and lymph-nodes presented the 
usual changes, but the unusual feature of the case 
was the almost complete substitution of the medulla 
of both suprarenals by clusters of large pale vacuo- 
lated cells. The latter were also present in Peyer’s 


patches, in the intestines, and in the thymus, besides 
involving the adventitia of some of the smaller 
vessels. The process was thus much more diffused 
than in any case hitherto described, and also the 
first one described in an infant, when the condition 
may be more diffused than when it occurs in adults. 

The author made an exhaustive study of the 
tissues of this case and an extensive review of the 
literature, the following conclusions being drawn: 

1. In Gaucher’s disease the liver and the spleen 
show not only a marked increase in the lipin content, 
but also a serious alteration in normal relations of 
the lipins to each other. The fixed fats are greatly 
reduced, while the lipoids, such as lecithin and 
cholesterol, are greatly increased. In the case 
studied a lecithin-like body predominated, but a 
cholesterin compound may prevail in other cases. 

2. In Gaucher’s disease, lipoid substances accu- 
mulate in the form of small droplets within the 
cytoplasm of the tissue-cells, resulting in the forma- 
tion and accumulation of the distinctive large pale 
cells so characteristic, histologically, of this disease. 

3. Gaucher’s disease is due to a disturbance of 
lipoid and fat metabolism, resulting in the accumula- 
tion of lipoid substances in the cytoplasm of the 
large pale cells that are mostly transformed reticulo- 
endothelial cells of the spleen, lymph-nodes, and 
bone-marrow, and the stellate cells of the liver. 
These cells have the physiologic property of dis- 
posing of the fats and lipoids, and comprise the 
endothelial Stoffwechselapparate. It is thus a system 
disease, but involves the hematopoietic organs 
only secondarily in that they are very rich in the 
reticulo-endothelial cells. 

4. Those organs that contain the reticulo- 
endothelial cells in large abundance (spleen, lymph- 
glands, bone-marrow, liver, stellate cells of Kupfer, 
etc.) show the most changes; but specific paren- 
chymal cells may absorb some of the lipoid in very 
advanced cases. 

5. Gaucher’s disease belongs to the group of 
xanthelasmic conditions which are characterized 
by a more or less diffuse accumulation of lipoids in 
reticulo-endothelial or in fibroblastic cells in one or 
more organs. It represents a more diffuse and 
widespread involvement of the endothelial Stoff- 
wechselapparate than those cases of grosszellige 
Hyperplasie der Milz in diabetic lipoidamia, with 
an underlying cause that is more deep-seated and 
inherent in the body economy. Grorce E. BEILsy. 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS. CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Ashhurst, A. P. C.: Multiple Cartilaginous Exosto- 
ses. Ann. Surg., Phila., 1916, lxiii, 167. 


Ehrenfried has recently studied the clinical entity 
which goes under the name of multiple cartilaginous 


exostoses and prefers the name hereditary deform- 
ing chrondrodysplasia. He was able to find only 
about a dozen cases which had been reported in 
America, the greatest number of cases being reported 
from Germany and France. As the author has 
seen 11 cases within the last ten years, he con- 
cludes that the disease is not so rare as it seems, 
but that it has been overlooked or ignored. 
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The underlying pathology is not the exostoses, 
but a chrondrodysplasia affecting especially the 
metaphyses of the long bones, though the bones of 
the pelvis, the clavicles, scapula, and the vertebrae 
may be involved. The epiphysis is small or mis- 
shapen, the intermediary cartilage is narrow, irreg- 
ular, oblique, or zigzag, and sometimes prematurely 
ossified. Scattered along the ends of the shaft 
beneath the periosteum are clumps or nests of 
cartilage cells persisting uncalcified where they are 
left in the process of growth. Later, these groups 
may develop into the cartilaginous exostoses, which 
give the disease its name, but these are merely 
incidental. A malignant osteocartilaginous tumor 
may develop in one of these exostoses. Certain 
secondary characteristics usually are present, such 
as low stature due to the shortness of the limbs, 
particularly the lower. There often is a lack of 
growth of the ulna and pes valgus is frequent as the 
result of the lack of growth of the fibula. The 
disease is transmitted by both affected males and 
females and by unaffected females, but there is 
no evidence that it may be transmitted through 
unaffected males. 

The author reports 11 cases which he has ob- 
served and two others from the service of ‘Taylor 
which he did not have the opportunity to observe. 
In addition, he reports 5 cases which present no 
skeletal deformities and no evidence of being 
hereditary, but which are examples of some type 
of chondrodysplasia. GATEWOOD. 


Davidson, A. J.: Subungual Exostosis. Am. J. 


Orth. Surg., tg16, xiv, 150. 

The author observed 5 cases of painful enlarge- 
ment of the distal extremity of the great toe due to 
subungual exostosis. They were all males under 
30 years of age. No history of injury or infection 
could be obtained. The process requires from six 
to twenty-four months to develop sufficiently to 
cause the patient to seek advice. 

The etiology of exostoses in general may be 
summed up as: (1) those due to direct infection; 
(2) those due to direct trauma; (3) those associated 
with tendon or ligamentous strain, i. e., static. 

In the cases referred to by the author there was 
no history of infection of any kind, nor were there 
any inflammatory signs of either the matrix of the 
nail, the bone, or of the soft parts. Exostoses of 
the variety described could not be credited to any 
associated tendinous or ligamentous strain for the 
reason that no tendon or ligament is attached to 
the portion of bone from which the growth arises. 

By excluding these possible explanations it brings 
us to a consideration of trauma. ‘The location of 
the exostosis is at a point which is frequently the 
site of trivial injuries and which is being constantly 
subjected to the continued pressure of the stiff box- 
ing of shoes. The usual atrophic conditions of the 
flexor muscles of the toes have the effect of increas- 
ing the power of the extensors, placing the toes in 
a position to bear the brunt of this shoe pressure. 


Regardless of the fact that no history of direct 
trauma could be obtained in any of his reported 
cases, Davidson thinks it is quite possible that sub- 
ungual exostoses are the result of trivial injuries or 
occur following the prolonged irritation of shoe 
pressure which may, or may not, be appreciated by 
the patient. Pare LEWIN. 


Berry, J. M.: Retarded Ossification as an Etiologic 
Factor in Traumatic Arthritis and Epiphysitis. 
J. Am. M. Ass., 1916, lxvi, 868. 

Three cases are reported in boys seven to ten years 
of age. In general the symptoms are the same: 
pain and swelling in the joints of the lower extrem- 
ity, a slight rise in temperature, and some limitation 
in motion. X-ray examination showed a retarda- 
tion in ossification in the areas involved and also 
in the wrists. 

The cases show that retarded ossification may be 
an etiologic factor in the production of traumatic 
arthritis and epiphysitis in children. The trauma 
in such cases consists in overstrain of the joints due 
to abnormal activity. The child may be leading 
the normal active life of a child of his own age, but 
anatomically he belongs to a type several years 
younger, and to avoid strain his activities should be 
correspondingly restricted. Cases of this character 
are probably quite common and are very apt to be 
overlooked or wrongly diagnosed. 

Epwarp L,. CorNect. 


Fieux, G.: Treatment of Purulent Arthritis of 
the Knee by Arthrostomy or Marsupialization 
of the Synovial Sac (Le traitement des arthritis 
purulentes du genou par lVarthrostomie ou marsup- 
ialisation de la synoviale). Presse méd., 1916, 
p. 107. 

Vieux affirms that in injuries of the knee-joint 
one of the factors which engenders rapidity of sup- 
purative diffusion is the difficulty of drainage or 
rather inefficacy of evacuation with drainage. 
According to Delore and Kocher arthrotomy for 
drainage is a blind method which is often in- 
sufficient. 

Fieux has observed in the wounded cases under 
his care that there was retention of pus in the serous 
cavity in spite of the presence of several large 
permeable drains. From close observation he 
came to the conclusion that it was the drain itself 
that formed the obstacle to drainage. He therefore 
replaced arthrotomy with drainage by arthostomy, 
creating one or more articular mouths kept wide 
open which allowed the continuous evacuation of 
the infected joint contents without the aid of any 
tube. He gives the details of seven cases treated 
in this manner. 

This method of evacuation of the knee-joint in no 
way obviates the indications for resection of the 
knee which have recently been formulated by Tuffier 
and others; but it is incontestable that the more 
quickly and better septic products are evacuated 
from the synovial spaces, the less the indications are 
for resection. This is why he thinks that arthros- 
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tomy is superior to arthrotomy incisions with drain- 
age tubes. W. A. BRENNAN. 


A Deposit in the Supraspinatus Muscle 
Bursitis. Am. J. 


Dunlop, J.: 
Simulating Subacromial 
Orth. Surg., 1916, xiv, 102. 

The author reports a case of a large deposit 
about the tendon of the supraspinatus, as well as a 
considerable deposit in the belly of the muscle 
demonstrated by stereoroentgenograms. 

The treatment instituted was a plaster-of-Paris 
cast, such as is used in the abduction position for 
fracture of the neck of the humerus. This was ap- 
plied under nitrous-oxide anesthesia. After ten 
days the cast was removed and the support and 
position were gradually done away with. Hot air 
bakes are useful in such cases in relieving pain and 
hastening the return of normal motion. 

Puitie LEWIN. 


FRACTURES AND DISLOCATIONS 


Hitzrot, J. M., and Bolling, R. W.: Fractures of 
the Neck of the Scapula. Ann. Surg., Phila., 
1916, Ixiii, 215. 

Fractures of the neck of the scapula with or 
without involvement of the glenoid fossa, while 
not common, have been found to be of more frequent 
occurrence since the advent of the X-ray. These 
fractures fall into the following groups: 

1. Fractures of the surgical neck of the scapula. 

2. Fractures of the lower half of the neck of the 
scapula. 

3. Fractures of the neck of the scapula beginning 
at the notch and extending downward through 
the base of the coracoid process to the glenoid 
fossa. 

4. Fractures of the anatomical neck. * 

5. Stellate fractures of the glenoid fossa of the 
scapula. 

6. Fractures of the rim of the glenoid, with or 
without fissures running into the neck. This 
type is frequent in dislocation of the shoulder, and 
as they occur as complicating injuries of disloca- 
tions, the authors have not included them in their 
review of the literature. 

There is no authentic case of the fourth type 
recorded in the literature. 

The authors report nine cases and the results of 
some experiments upon the cadaver. From their 
observations they conclude that the description of 
the deformity resulting from fracture of the region 
of the neck of the scapula as ordinarily given is not 
correct and that the fracture in this region may occur 
without any recognizable deformity. They believe 
that the clinical manifestations of the fracture are 
insufficient to make a positive diagnosis, and that 
the X-ray is an essential factor in the diagnosis. 
The immobilization of the arm by a Velpeau or 
similar bandage is all that is necessary in the way 
of treatment, and manipulative efforts have no 
effect upon the displacement which occurs at the 
line of fracture. By massage, baking, and careful 


after-treatment ‘practically perfect functional re- 
sults will be obtained. Should a type of fracture 
occur in which the displacement actually promises 
bad results, the fracture could best be treated openly 
by approaching it from behind and the glenoid 
fragment pried into position, with correction of the 
coincident injuries by appropriate methods of 
repair of the ligaments, etc. Including the cases 
reported by the authors, there are only about 
forty cases in the literature in which the diagnosis 
has been confirmed by X-ray or by autopsy. 
GATEWOOD. 


Roberts, J. B.: The Artificial Periosteum for 
Fixation of Shaft Fractures. Ann. Surg., Phila., 
1916, lxiii, 182. 


Although the author has not changed his views in 
regard to the closed method of treating the great 
majority of fractures, he advocates the use of an 
artificial periosteum in certain cases in which there 
are definite indications for an open operation. 
Instead of the woven catgut rugs suggested by 
D. C. Straus, the author suggests the use of an 
autogenous graft of fascia. He states that the use 
of fascia may be varied for the various types of 
fracture; for instance, two narrow splints may be 
wrapped about the bone a considerable distance 
from each other in case of a very oblique fracture, 
or a wider band used where the fracture is more 
transverse. The object of the fascial tube is to make 
an artificial periosteum which would act as an 
absorbable support for shaft fractures. The author 
has not demonstrated the efficiency of such a method 
of fracture treatment either by experimental work 
or by actual use in suitable cases. GATEWOOD. 


McGlannan, A.: Fracture of the Neck of the 
Femur; a Study of the Treatment and End- 
Results of 55 Cases. Surg., Gynec. & Obst., 1916, 
xxii, 287. 

The author reports 55 cases of fracture of the 
neck of the femur that have come under his per- 
sonal observation in the past eight years. In this 
series 36 recent fractures and 7 old fractures were 
treated, and 12 patients were not treated. 

In all cases, full abduction, with downward trac- 
tion and inward rotation, was the position obtained 
in the reduction of the fracture. The full abduction 
was assured by fixation of the pelvis by abducting 
the sound leg, and the inward rotation by lifting the 
trochanter forward. Impaction was separated in 
6 cases, and in the seventh was not disturbed because 
the impaction occurred with abduction of the thigh. 
This is an unique observation. 

Various forms of fixation were used, from firm 
plaster-of-Paris cast to loose tying out of the thighs. 
Direct extension by ice-tongs was used in 3 handi- 
capped patients, one of whom died. Nailing the 
fracture was done twice. 

For the old cases, bone-graft was used once, nail- 
ing twice, removal of head once, subtrochanteric 
osteotomy twice, freshening fragments once. 
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Of the recent cases four died and in one the frac- 
ture failed to unite. One of the old cases resulted 
fatally and the patient still walks on crutches 7 
years after treatment. 

Treatment was refused by 2 young adults, with 
vicious union. Ten patients were not treated on 
account of feebleness and circulatory, pulmonary, 
renal, or nervous symptoms. Two are living 
several years after the injury, aged 88 and go years, 
respectively. Delirium tremens and evidence of 
drug addiction or uremic manifestations make the 
prognosis grave. Loss of control of bladder or 
rectum seems to indicate an inability to stand fixa- 
tion. The effect of the healed fracture on earning 
capacity is noted in ro cases, the average loss being 
I5 per cent, after a period of disability lasting from 
6 months to 1 year and 3 months, with an average 
close to 1 year. The occupation of these patients 
included hotel manager, restaurateur, farmer, 
housekeeper, seamstress, laborer, tailor, motormen, 
and market driver. 


SURGERY OF THE BONES, JOINTS, ETC. 


Burckhardt, H., and Landois, F.: Experiences in 
in War 
ueber die Behandlung _inficierten 
Beitr. z. klin. Chir., 1916, 


the Treatment of Infected Joints 
(Erfahrungen 
Gelenke im Kriege). 
XCvili, 358. 
The authors have reported their methods in a 
previous communication but were then unable to 
They now report these 


report on the end-results. 
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end-results and are able to state their conclusions on 
a more definite basis. This study is a contribution 
to the question whether resection of a joint is justi- 
fiable in war or not. 

In all severe cases of joint infection, the indica- 
tions alone must decide whether resection or ampu- 
tation is to be resorted to. Resection is generally 
done (1) in the field hospital as part of the immediate 
treatment of the wound; (2) later on, ori some vital 
indication when amputation is avoided; (3) after 
a longer period when it is thought to effect healing 
of a chronic joint suppuration. 

The most important and the most frequently 
observed cases of joint infection are those of the 
knee-joint, which when badly infected are almost 
as important as hip-joint infections as regards 
relation to life and function. If the fissures extend 
well into the tibia amputation is the best method, 
but if amputation is not done, then a radical resec- 
tion with ablation of the bone ends is preferable to 
simpler procedures. 

Regarding individual joints: resection in the case 
of the hand-, foot-, and elbow-joints gives good 
results. In the case of the knee-joint resection is 
indicated if the general state is good and there 
is only a moderate amount of bone destruction and 
if a sufficiently long treatment of the patient in 
one place can be assured. But the general results 
are poor and although the limb is preserved pseudar- 
throsis usually results. Nevertheless, resection 
or at least some simpler operation should be tried 





Fig. 1. Cuneiform osteotomy, showing lines of section 
at A and B. 

Fig. 2. Wedge removed in cuneiform osteotomy. 

Fig. 3. Bone straightened after cuneiform osteotomy, 
showing transverse joint at A. 

Fig. 4. New operation; lines of section at A ,B,C, D. 

Fig. 5. Fragments removed in new operation. 


Fig. 6. Shape of bone ends after removal of fragments. 

Fig. 7. Rearrangement of ‘removed fragments. Note 
that combined they correspond exactly in size and shape 
to the wedge shown in Fig. 2. 

Fig. 8. Bone straightened after new operation, showing 
overlapping joint at A. Note that the length of the bone 
is exactly the same as in Fig. 3. (Hoffman.) 
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when the above conditions are present. If they are 
not, then amputation must be done to save the pa- 
tient’s life. 

In the shoulder-joint resection gives better results. 
In infected hip-joints, the casualties are very great 
and resection very rarely saves the life of the patient. 

W. A. BRENNAN. 


Hoffman, P.: An Overlapping Joint as a Substitute 
for Cuneiform Osteotomy. Am. J. Orth. Surg., 
1916, xiv. 96. 

The author devised an operation that substitutes 
for the simple transverse joint made in the cunei- 
form section, an overlapping one that is less liable 
to displacement. There is an underlying simple 
general plan that involves two linear cuts and the 
removal of two corners of bone, no matter what the 
degree of angularity. 

The first cut is perpendicular to the long axis of 
one of the arms of the deformed bone, on a level with 
the apex of the angle on the concave side of the bend. 
This divides the bone into a longer and a shorter 
segment. 

The second cut is made perpendicular to the long 
axis of the longer segment, on a plane parallel with, 
but distal to, the cut that would have been made in 
a cuneiform osteotomy. ‘The more distal this plane, 
the longer will be the overlapping tongue of the re- 
sulting joint. 

Next, the end of the longer segment is turned 
out through the skin incision and a corner is re- 
moved from its deeper side. The longitudinal cut 
should be parallel to the long axis of the segment 
and should divide the bone equally; the transverse cut 
should be on a level with what was the apex of the 
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angle on the concave side of the deformity. This 
leaves a projecting tongue, half the thickness of the 
bone on the superficial side of the end of the longer 
segment. Next, a corner is cut from the superficial 
side of the end of the shorter segment which leaves 
a tongue projecting from the end on its deep side. 
The two corners should fit each other. The ac- 
companying diagrams illustrate the steps. 

No bone-suture is necessary. All the bone cuts 
are made with an ordinary flat saw. The combined 
fragments correspond in size and shape to that re- 
moved by cuneiform osteotomy and the length 
of the bone is exactly the same as after that op- 
eration. Puiurp Lewin. 


Kane, E. O.: Preliminary Report on Device for 
Intramedullary Fracture Splinting. Jmlernat. 
J. Surg., 1916, xxix, 33. 


An expanding scroll cylinder of thin steel is 
recommended to replace the short ivory or bone 
peg for intramedullary splinting of long bones. 
After clearing the medullary cavity by curette or 
drill the length of the splint at one extremity and 
half its length at the other the cylinder (secured 
from expansion by a silk cord firmly tied about the 
middle) is thrust its full length within the longer 
excavation. The broken ends of bone are approxi- 
mated and the cord pulled firmly. The splint 
slides half its length from its bed into the opposing 
cavity. The cord is then cut free from the cylinder, 
the scroll expands, filling the cavity tightly and 
holding the fracture immovable. 

This method provides sufficient space without 
traction or angulation of the opposing fragments, 
yet a splint fully twice the length of the usual peg 





Fig. 9. 


Fig. 9. Tracing of radiography, showing cuts, A and B, 
that would have been necessary for a cuneiform osteotomy, 
and the resulting wedge fragment. 

Fig. 10. Tracing of radiograph, showing cuts, A, B,C, 
D, actually made in the author’s operation and the resulting 
fragments removed. 


Fig. 


Fig. 12. 


Fig. 11. 


Fig. 11. Rearrangement of removed fragments. Note 
that combined they correspond in size and shape to the 
wedge shown in Fig. 9. 

hig. 12. Bone straightened after operation, showing 
overlapping joint at A. (Hoffman.) 
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can be inserted; consequently a very oblique fracture 
is held as accurately in position as if it were trans- 
verse. The tissues are disturbed but slightly, the 
technique is simple, the procedure rapid. The 
hollow cylinder permits new medullary and bone 
formation, and being of the thinness of tissue paper 
(two-thousandths of an inch in thickness) the steel 
can corrode away. 


Chaput: Resection of Almost the Whole of the 
Humerus for Fistulous Osteomyelitis, Fol- 
lowed by Osseous Reproduction Without 
Shortening and with the Production of a New 
Humeral Head (Resection de la presque totalité 
de Vhumerus pour ostéomyelite fistuleuse, suivie 
de reproduction osseuse sans raccourcissement avec 
production d’une téte humérale nouvelle). Bull. 
el mém Soc. de chir. de Par., 1916, xlii, 433. 

The author reports a case of multifistulous osteo- 
myelitis in a boy of 16. In February, 1914, Chaput 
resected from 12 to 15 cm. of the lower part of the 
humerus. Later on in May, 1914, owing to the 
development of a fistula the upper third of the 
humerus comprising the articular extremity was 
ablated. Cicatrization occurred in from two to 
three months; the bone reproduced and united with 
the new bone of the lower region. 

This reproduction of almost the entire humerus 
Chaput explains as being due to the preservation 
of the periosteum and the youth of the patient. 
Up to the twentieth year the regenerative power of 
periosteum is very active. After thirty grafts are 
indispensable. 

The continued use of extension in this case pre- 
vented shortening. ‘The reproduction of the humeral 
head is very interesting. It has only been possible 
owing to the abundant formation of bone which has 
been facilitated by movement. W. A. BRENNAN. 


Albee, F. H.: A Statistical Study of 539 Cases of 
Pott’s Disease Treated by Bone-Graft. Am. 
J. Orth. Surg., 1916, xiv, 134. 


With the object of securing a report of results ob- 
tained by others with the bone-graft treatment of 
Pott’s disease, a large number of printed questions 
were sent to surgeons in this and foreign countries 
who had performed this operation. 

Thirty-three surgeons reported a total of 299 
results, in 229 of which the disease was pronounced 
arrested; in 59 the condition was improved. Of the 
299 patients 12 died, 4 of these fatalities being re- 
ported as due to shock. The remaining 8 cases 
died four months or longer after the operation, either 
from complications or from intercurrent diseases. 
In 5 of these cases the symptoms from spinal dis- 
ease were entirely controlled. In 3 of the 4 cases in 
which death was due to shock, the chisel and mallet 
were used to obtain the grafts. 

Of the 33 surgeons 16 reported too per cent 
of the cases as disease arrested; 10 reported that they 
did not use plaster jackets or spinal support be- 
yond the period of immediate post-operative recum- 


bency: 9 reported roo per cent of cases arrested and 
one secured 88 per cent of good results. 

Of the author’s personal cases only those that have 
been operated upon one year or longer are included 
in this report. There are 198 of these; in 184 the 
disease was arrested, in 2 there was improvement. 
To date 12 died, 6 of these 12 were entirely relieved 
of their Pott’s disease symptoms and died of some 
intercurrent disease. : 

One case died of an unknown cause the day after 
operation, one died of acetonuria on the fourth day, 
one from status lymphaticus, one died two years 
after operation from suppurative meningitis follow- 
ing a skull injury. Autopsy showed complete cure 
of the tuberculous spine. One died of pneumonia 
one week after operation. Others died of amyloid 
degeneration of the viscera, tuberculosis of the lung, 
and an acute abdominal condition. Only 3 of the 
539 cases have died of tuberculous meningitis. 
In no case has there been any trouble with the tibia 
from which the graft was removed. 

The ages of the patients varied from 20 months 
to 65 years. Of the total 539 cases, the disease 
was arrested in 460; the condition was improved in 
59; in 20 unimproved. There were 9 deaths after 
operation. In 6 instances death occurred long after 
operation and after all spinal symptoms were entire- 
ly relieved. 

The author concludes his interesting paper by 
stating that every diagnosis of Pott’s disease should 
be confirmed by an X-ray examination which should 
include an anteroposterior view, as well as a lateral 
or an oblique lateral. The disintegration and 
crushing of the vertebral bodies should always ve 
demonstrated before advising the operation. This 
is necessary not only to confirm the diagnosis but it 
is most imperative to determine the number and the 
particular vertebra involved so that the graft can 
be correctly placed. Puiu Lewin. 


McWilliams, C. A.: Homoplastic Transplantation 
of a Boiled Segment of a Radius. Avn. Surz., 
Phila., 1916, lxiii, 185. 

Berwer, in January, 1912, transplanted a radius 
from a suicide into the arm of a_ patient 
operated upon a few days previously for sarcoma of 
the radius, in whom it had been found necessary to 
remove the lower two and three-eighths inches of 
the bone. The transplant was boiled for an hour 
and kept in normal salt solution for four days. 
Primary union occurred without any subsequent 
discharge. 

The author reports the Brewer case as an example 
of a homoplastic transplant which has been at least 
partially successful. From the present roentgen- 
ogram it appears that the portion of the graft 
nearest to the living bone has regenerated complete- 
ly or has been entirely substituted; that that farther 
away has been only replaced, while the free end was. 
entirely absorbed. The author believes that an 
autogenous transplant would have given better 
results. He concludes that dead bone merely acts 
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as a conductor, and that if homoplastic transplants 
are employed at all they should be taken from 
living individuals and transplanted with the peri- 
osteum. The success of a homoplastic transplant 
will depend upon the serological relations between 
the individual from whom the graft is taken and 
the one into whom it is to be grafted. The case is 
of interest on account of the extreme rarity of 
reports of successful homoplastic transplantation. 
In conclusion, the author gives a summary of the 
cases of living and dead homoplastic bone trans- 
plantations in the literature, between thirty and 
forty cases in all. GATEWOOD. 


Freiberg, A. H.: Tendon-Transplantation in 
Infantile Paralysis. Lancet-Clin., 1916, cxv, 179. 
Tendon-transplantation is a measure of utmost 
value in paralysis following anterior poliomyelitis, 
but the end-results have not yet shown unqualified 
success. Primary results have been attractive, 
but the corrections have often been only temporary. 
The failures have been due to various impractical 
mechanical conditions. Stoffel’s prerequisites for 
successful transplantation are: (1) The transplant 
must bear a fairly close morphological and func- 
tional relationship to the muscle whose function it is 
to supplant. (2) The transplant must be fastened 
to its new point of insertion under physiological 
tension only. (3) The transplanted muscle must not 
be used to hold the limb in a corrected position. 

Freiberg describes his operation for paralytic 
equinovalgus. He divides the Achilles tendon, and 
taking the extensor longus hallucis, passes it through 
the same compartment in the annular ligament 
with the tibialis anticus and sews it to the periosteum 
in company with the insertion of the tibialis anticus. 
Thus the direction and insertion of the two muscles 
are practically identical. Freiberg emphasizes the 
necessity for direct and simple operative plans, and 
condemns the attempts at converting flexors into 
extensors, etc. 

In the treatment of infantile paralysis during the 
first year, mechanical support must be used to pro- 
tect the paralyzed muscles from overstretching, 
also muscle-training, massage, and local heat should 
be used, but by no means any form of electricity. 
Only after a long period should any operative pro- 
cedure be considered. R. G. Packarp. 


Ryerson, E. W.: Deformities Due to Infantile Par- 
alysis; Operative Treatment. Am.J.Orth. Surg., 
1916, xlv, 59. 

While it is undoubtedly true that some cases are 
best treated by apparatus it is especially effective in 
flail knee-joints where both the flexors and extensors 
are paralyzed, and the best treatment is a brace with 
a lock-joint. If a single hip-joint is flail arthrodesis 
is best; if both hips are flail apparatus is a necessity. 
With these exceptions practically all other leg and 
foot deformities and weaknesses can be treated 
better by operation than by apparatus. 
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The practice of repeated tenotomy and _ brace- 
wearing is to be strongly condemned. Where any 
reasonable operative procedure can free the patient 
from the need of apparatus, it should be used. 
No radical operation should be performed until at 
least two years have elapsed after the attack of 
anterior poliomyelitis. During this time an attempt 
should be made to favor the return of power to all 
unparalyzed muscle-fibers. Deformity should be 
prevented, if possible, by apparatus, such as braces 
or plaster-of-Paris splints. The patient should be 
compelled to use the weakened muscles. Electricity, 
massage, and hot and cold water should be used to 
stimulate the nutrition of the muscles. If at the 
end of two years the condition is not satisfactory, 
a thorough anatomical examination should be made 
to determine what can be done by operation. 

For drop-foot Ryerson recommends either split- 
ting or lengthening the tendo achillis, if short, by 
Bayer’s tenotomy. If the extensors of the toes are 
active they may be fastened to the metatarsal 
bases, preferably by passing each through a hole 
drilled in its respective bone or by splitting the 
periosteum, gouging out a groove in the bone, and 
sewing the tendon into the groove beneath the perios- 
teum. 

For paralysis of toe extensors as well as of the 
tibialis anticus one or both of the peronei may be 
displaced forward in front of the malleolus and sewed 
to the scaphoid or middle cuneiform. — If the tibialis 
posticus be active, it may also be displaced forward, 
like the peronei, and may be needed to check the 
tendency to valgus. In simple drop-foot as well as 
in varus or valgus deformity, the astragaloscaphoid 
arthrodesis should always be performed by firmly 
sewing the bones with several bichloride silk or 
kangaroo tendon sutures. In 15 cases where the 
author has split the gastrocnemius and passed one 
half of it forward to act as a dorsiflexor of the foot, 
he failed to obtain active function although it acted 
as a good check-ligament. 

He recommends Gallie’s operation to control the 
equinus but in his experience of 25 cases it repeatedly 
failed to prevent lateral deviation. He says it 
should invariably be supplemented by arthrodesis 
of the astrogaloscaphoid joint or by taking a strip 
of periosteum and bone from the tibia and implant- 
ing it in a groove cut along the inner side of the 
astragalus, the internal cuneiform, and the first 
metatarsal bones. 

Heavy bichloride silk ligament from a hole drilled 
in the tibia running down under the annular liga- 
ment to the inner and outer metatarsal bones gives 
excellent results where there is no lateral deformity. 
It should be combined with astragaloscaphoid 
arthrodesis. 

For pes calcaneus, Whitman’s operation is the 
best. For paralysis of the extensor quadratus of the 
thigh the author strongly recommends the trans- 
plantation of a healthy biceps and semitendinosus 
forward into the patella. In contractures of the 
tensor fascia lata and other structures around the 
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hip, the subperiosteal method of Souttar is excel- 
lent. Puivie Lewin. 
ORTHOPEDICS IN GENERAL 


Corner, E. M.: Deformities of the Feet. 
1916, xlv, 93. 


Cha. J., 


The author discusses various deformities of the feet 
from the standpoint of the normal positions and 
movements of the foot. Deformities are variations 
from these normal conditions. The foot at rest 
normally is in a position of moderate calcaneus while 
the active foot is in a position of talipes equinus. 
At the ankle-joint the movements of dorsal and 
plantar flexion of the foot occur, at the midtarsal 
joint abduction and adduction occur. Pes planus 
is a deformity of abduction and pes cavus is one of 
adduction. Abduction causes a depression of the 
normal arch of the foot but paradoxical as it may 
seem some persons have all the symptoms of flatness 
of the foot but nevertheless have an arched instep. 
By means of diagrams he shows the occurrence of 
callosities on the soles of the feet which are caused 
by the assumption of these varied positions, thus 
the abducted foot has its typical localized callosities, 
the adducted its own, etc. The deformities of the 
active foot, talipes equinus and pes cavus, usually 
cause few symptoms, but the deformities of the in- 
active foot, talipes calcaneus and pes planus, re- 
quire treatment. 

At the metatarsophalangeal joints, he describes 
the deformity of hallux rigidus which in the active 
position develops into hallux extensus and in the 
inactive position, into hallux flexus. These are 
caused by bosses of bone developing on the dorsal or 
under surfaces of the head of the matatarsal bone. 
If they grow out laterally they produce hallux valgus 
or hallux varus depending upon the side they grow 
upon. The treatment is the operative removal of 
these bony outgrowths, with the wearing of prop- 
erly shaped boots. R. S. BRoMER. 


Lovett, R. W.: The Superstition of Flat-Foot. 
Pediatrics, 1916, xxviii, 16. 


From a study of the feet of 800 nurses the author 
concludes that the troubles ordinarily described 
as “‘flat-foot,’’ “‘pronated-foot,’’ and “‘weak-foot”’ 
are not due to any particular type or structure of 
foot. A foot with a high arch was found to be 
slightly less enduring than the low-arch type. He 
concluded that the trouble was due to muscular 
strain. Frequently the arch of the sole of the boot 
is not so high as the arch of the foot, and this is 
apt to cause strain. 

Painful rigid flat-foot should be treated by 
manipulation under ether or by operation. Painful 
flexible flat-foot or foot strain will require the temp- 
orary use of a support. The arch of the sole of the 
shoe should also be raised sufficiently to support 
the arch of the foot. I. BAUMAN. 


Schmidt, M.: Congenital and Especially Bilateral 
Elevation of the Scapula (Ueber den angeborenen 
insbesondere _doppelseitigen Schulterblatthoch- 
stand). Zlschr. f. orthop. Chir., 1915, xxxv, Mar. 


There are 16 cases in the literature of bilateral 
elevation of the scapula. Various theories have 
been offered as to the cause of the deformity: lack 
of amnios fluid, exostoses, muscular defect, intra- 
uterine poliomyelitis, and malformation of the 
scapula, also the arrest of the normal descensus of 
the shoulder-blade. 

The technique of the operation which was per- 
formed by Vulpius is as follows: Incision along the 
spine of the scapula directly to the bone; elevation 
of the periosteum and entire resection of the bony 
part of the fossa supraspinata. This part of the 
scapula appears to be bent forward over the shoul- 
der. The median part of the scapula and an exosto- 
sis reaching from the median border into the depth 
are also resected. Then a subcutaneous tenotomy 
of the tendons of the posterior wall of the axilla 
is performed. A plaster-of-Paris dressing in abduc- 
tion is applied and left on for four weeks, followed 
by massage. Orthopedic gymnastics are of prime 
importance in the after-treatment of the deformity. 
In the case described, the elevation of the arm was 
increased from 85 to 128 degrees. A. STEINDLER. 


O’Reilly, A.: Results of Non-operative Treatment 
of Infantile Paralysis. Am. J. Orth. Surg., 1916, 
XIV, 143. 

The author’s paper is based on a study of the cases 
of infantile paralysis treated at the out-patient clinic 
of the St. Louis Children’s Hospital and the Washing- 
ton University Medical School. The majority of 
cases seen were paralyses of the lower extremity. 
The muscles are put in equilibrium and all strain is 
removed from the weak or paralyzed muscles. In 
the majority of cases a brace is applied. Originally 
the brace was attached to the shoe. For the past 
two years sandals have been used. Any deformity 
due to contractures which does not yield to stretch- 
ing is corrected by tenotomies. 

The patients come to the clinic three days a week 
for massage and muscle training, and the mothers are 
instructed how to massage them on the other days. 

From an analysis of 114 cases treated the author 
concludes that it is very difficult to treat infantile 
paralysis non-operatively in an out-patient clinic 
owing to the difficulty of inducing the patient to 
attend regularly for any length of time. : 

From 40 to 45 per cent of the cases show some im- 
provement when treated by braces and this percent- 
age is not materially increased by the use of massage. 
Improvement in all cases in which it was used was 
not great, and recovery of muscle power in stretched 
and exhausted muscles seems to be slight. In the 
majority of cases no improvement took place after 
six months especially in the more severe cases. He 
believes that one is safe in operating on any case of 
infantile paralysis after the first year and that it 
should be done in suitable cases. = Patire Lewin. 
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Cates, B. B.: Spina -Bifida. 
1915, clxxiv, 420. 


Boston M. &. S J., 
The author reports 9 cases of spina bifida coming 
under his care, making in all 16 cases which he 
has treated. The ages varied from 21 days to 12 
years, though with the exception of 2, the ages 
averaged about eight weeks. The history of each is 
given in full. Of the author’s 16 cases, 10 survived 
beyond a post-operative period of three months. 
He believes that the age of the patient is not such 
an important factor in determining the personal 
equation as the physical condition, and believes 
the surgeon may with a clear conscience urge the 
lesser of two evils, operation under the most favor- 
able conditions, rather than rupture with risk of 
infection and meningitis. Emit C. RosIrsHEK. 


Rugh, J. T.: Bone-Grafting for Spinal Conditions; 
Report of Forty Cases. Am. J. Orth. Surg., 
1916, xiv, 71. 


The author claims six advantages for the bone- 
grafting operation, viz.: 

1. It accomplishes fixation in less than a year, in 
marked contrast to the four to ten years required 
by other methods. 

2. Under this fixation treatment, nature will more 
rapidly fill in or solidify the diseased area. 

3. An abscess formed or in the process of forma- 
tion will usually disappear without tapping or 
opening. 

4. Very low mortality. 

5. Manipulations are all done in normal healthy 
tissues in the vast majority of cases. 

6. The economic advantage which in the case of 
the wage earner makes him an independent member 
of the community within a year. 

In his experience with forty cases Rugh has found 
no disadvantages that can be attributed to the 
operation per se. 

He believes that the operative fixation of the 
spine is the treatment of choice, for spinal caries 
and certain other conditions, and especially so in 
cases past 12 or 14 years of age. He reports a series 
of forty operations with 74.3 per cent of excellent 
results, and Lange’s requirements were fulfilled 
in that he “placed the brace under the skin and 
shortened the time of efficient recovery.” 

Pair Lewin. 


Claude, H., and L’Hermitte, J.: Anatomo-clinical 
Study of a Case of Total Section of the Spinal 
Cord (Etude anatomo-clinique d’un cas de section 
totale de la moelle). Bull et mém. Soc. méd. d. 
hép. de Par., 1916, xxxii, 476. 


The authors consider that the case-now reported 
upon by them presents a double interest inasmuch 
as it shows unusual clinical expressions of total 
section of the spinal cord, and that it permits of 


localizing the origin of certain reflexes which up to 
now have been matters of discussion. 

There is no certain symptom which allows the 
diagnosis of total section of the spinal cord, while 
some patients exhibit all the classical symptoms, 
yet anatomical examination proves that the medul- 
lary axis is preserved in its continuity. The case 
now presented, while showing unusual features, al- 
lows this diagnosis and also indicates how certain 
traits must be interpreted. 

The patient was a soldier who in consequence of 
injuries presented a vertebral fracture with very 
marked gibbosity in the region of the eighth spinal 
dorsal apophysis. Examination 19 days after the 
injury showed complete anesthesia as far as the 
eleventh dorsal root; complete abolition of the rotu- 
lian and achillean reflexes and of the lower abdominal 
reflexes; inversion of the plantar cutaneous reflex; 
absolute retention of urine; relaxation of the anal 
sphincter, etc. Forty-eight days after the injury 
there was a reappearance of the tendon reflexes 
which were exaggerated. Eight days later, defense 
movements of the lower limbs were noted and within 
a few weeks more there were automatic movements 
of the limbs. These movements were preserved 
up to the time of the patient’s death which occurred 
four and one-half months after the injury. 

The reappearance of the automatic movements 
suggested a very severe compression rather than a 
total section of the cord, and surgical interference 
was suggested but refused by the patient. 

Autopsy clearly showed that there was a fracture 
of the dorsal vertebra; the spinal cord was not only 
compressed but literally crushed, this crushing 
corresponding to a total section. There was a 
complete isolation of the lumbar and dorsal cord as 
well as of the encephalic connections. 

The authors observe that their findings show that 
while in the majority of cases of total section there 
is a flaccid paraplegia with muscular hypotonus and 
abolition of tendon reflexes; yet sometimes after 
such symptoms there may be clinically a restora- 
tion of certain tendon reflexes, even an exaggeration 
of them, and an increase of reflexes of defense and 
of spontaneous movement. The phenomena dis- 
played by the author’s patient was in contradiction 
to the law of Jackson-Bastian, according to which 
every complete section of the cord is accompanied 
by an absolute anesthesia and a flaccid paraplegia 
with definite abolition of the tendinous reflexes. 

The authors account for the exaggerated tendon 
reflexes by the compression of the lower trunk of the 
cord, owing to the presence of an anterior dura 
mater nodule. This slight compression, by increas- 
ing the dynamism of the gray matter, seems to be 
the most valid cause of the tendinous suprareflec- 
tivity. As regards the defense movements the au- 
thors agree with Marie, Foix, and Dejerine that they 
are due to medullary automatism. 
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In further considering the phenomena observed 
in their case, the authors observe that the preserva- 
tion of the spinal vessels assured the lower segment 
a better nutrition than in cases where the isolated 
segment is deprived of all vascular connection with 
the encephalic segment. Moreover in their case 
the circulation of the cephalorachidian liquid was 
not sensibly disturbed, and as a consequence 
there was no interference with the osmotic phenom- 
ena of the nerve-cells through the pericellular and 
perivascular lymphatic spaces. W. A. BRENNAN. 


Jonas, A. F.: Dislocation of the First Cervical 
Vertebra Produced by Manipulation. 7r. Am. 
Surg. Ass., Washington, 1916, May. 

The author reports one case which is made the 
subject of his paper. The patient was a farmer who 
appeared for examination in August, 1915, with his 
head dropped forward, face partly turned toward 
the right side, and his chin resting on his sternum. 
His eyebrows were highly elevated. His neck 
seemed to be fixed, for he did not make the slightest 
cervical rotation. A lateral view disclosed the upper 
end of the cervical region projecting sharply back- 
ward on the occiput. His appearance suggested a 
destructive cervical spondylitis or an _ occipito- 
cervical neoplasm. He spoke with difficulty for he 
could separate his jaws only to a very limited extent. 

He stated that he had not been able to turn nor 
raise his head for more than a year and that his 
condition was due to manipulations received at 
the hands of an osteopath while under treatment 
for“ generalized rheumatism.” He had been placed on 
his back on an operating table and the treatment 
was begun with vigorous and forcible rotations of 
the head. The operator, standing at the head of the 
table, had grasped the patient’s head with both 
hands, one resting on either side of it, two fingers, 
the index and middle, beneath each horizontal 
maxillary ramus, and while being held thus, his 
head was “twisted” from side to side by extreme 
and forcible rotations, causing great pain. He 
suddenly felt and heard a loud painful snap in the 
back of his neck at the base of the skull and his 
head became fixed in the position described and had 
so remained. He stated that his condition had 
become unbearable on account of the pain in the 
back of the neck and occiput and his inability to 
separate his jaws enough to enable him to eat or 
speak with freedom. He had had an almost con- 
stant vertical headache as well as pain in the neck 
since the accident. 

On examination, any attempt to rotate his head 
caused a marked muscular spasm involving all the 
cervical muscles, especially the trapezii and sterno- 
cleido mastoids. An osseous projection was not only 
palpable but distinctly visible in the occipitocervical 
space. This appeared to be a spinous process be- 
longing either to the first or second cervical verte- 
bra. The tip of the spine appeared to deviate to the 
left of the median line. It was tender on pressure 
and caused the patient to flinch decidedly. In- 


spection and palpation of the pharynx disclosed 
an irregularity and tenderness at the nasopharyn- 
geal junction. 

It was evident that it was a case of luxated cervical 
vertebra, probably the first one, the atlas. There 
had been no cord pressure symptoms, except for an 
occasional tingling of short duration in both arms 
and hands. There had been no motor disturbances; 
all reflexes were normal; and a careful search for 
sensory changes was negative. A skiagram pre- 
senting a lateral view of the cervical spine revealed 
a retrodisplacement of the atlas. The space between 
the posterior margin of the foramen magnum and the 
first cervical spine was clearly increased. ‘The con- 
dition was not clear on first inspection owing to the 
fact that the spine of the second cervical vertebra 
is much larger and longer under normal conditions 
than that of the first, the latter usually being absent 
or rudimentary. Further, a dislocation at this 
point without a fracture of a transverse or articular 
process of the axis and an absence of cord lesion 
is improbable. Therefore, it was evident that there 
was a slipping forward of the head on the atlas 
involving the occipito-atlantal articulation. The 
occipital condyle, probably the left one, had slipped 
forward so that it rested in front of the margin of 
the left superior articular surface of the atlas, 
causing a fixed rotary anterolateral flexion of the 
head. The patient was informed of his condition 
and advised to return to the osteopath as this 
class of practitioners consider themselves super- 
bone-setters. He declined in as vigorous Eng- 
lish as his set jaws would permit and _ insisted 
that the author make a manual reduction. He was 
informed that this was out of the question because 
one could not hope to reduce a dislocation in this 
region that had existed more than a year, much less 
hope for an accidental readjustment, and at the 
same time avoid an injury to the medulla. It was 
agreed that an effort at manual reduction should 
be made and, if unsuccessful, an immediate open 
operation should be done. 

Accordingly, under complete ether anesthesia, 
guarded rotary manipulations with pressure over 
the prominent cervical spine were carried out and, 
as was expected, without results. The patient was 
placed in the ventral position and brought forward 
on the operating table so that his shoulders rested 
on its edge and the forehead was placed on a Cushing 
bench. A laminectomy had been planned because 
it was considered impossible to effect a safe operative 
replacement of the dislocated atlas after having been 
displaced for more than a year. The chief object 
to be achieved was to remove the left axial facet 
as well as the lamina to enable the patient to elevate 
his head so as to relieve the pressure of the chin 
on the chest. Through the usual posterior incision 
the arch of the atlas together with the left superior 
articular surface was removed with a rongeur 
forceps. A distinct anteroposterior movement of 
the head could not yet be made. The right atlo- 
occipital articulation was affected only in a rotary 
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way, and as its articular surfaces were in contact 
and immovable it was decided to remove enough of 
the articulation to mobilize it. This was accom- 
plished so that anteroposterior movements became 
fairly good. The wound was closed and dressed in 
the usual aseptic manner. The operative recovery 
was normal. The immediate operative effect was 


SURGERY OF THE 


Gosset, A.: Complete Section of Left Radial Nerve; 
Nerve-Suture; Return of Voluntary Movement 
After 150 Days (Section compléte du nerf radial 
gauche; suture nerveuse; retour des mouvements 
voluntaires aprés 150 jours). Bull. ef Mém. Soc. de 
chir. de Par., 1916, xlii, 524. 

Gosset gives the details of a case of left radial 
paralysis operated upon by him in February, ro15, 
in which total section of the nerve was found and the 
nerve sutured. Five months later there was return 
of voluntary movements. He refers to two similar 
cases previously reported by him. W. A. BRENNAN. 


Monsaingeon: Inclusion of the Radial Nerve in a 
Cicatrix; Total Radial Paralysis; Liberation of 
the Nerve; Immediate Reappearance of Motion 
and Sensation (Inclusion du nerf radial dans une 
cicatrice paralysis radial totale; libération du nerf; 
réapparition immediate de la motilité et de la sensi- 
bilité). Bull. et mém. Soc. de chir. de Par., 1916, 
xlii, 408. 

In the great majority of cases the result of 
operative intervention in lesions of the nerves have 
had but a temporary success, and it is only after 
a long interval that we can be sure of a favorable 
result. Lesions of this kind may be divided into 
two classes: those in which there is complete section 
necessitating suture; and those in which the con- 
tinuity of the nerve is merely disturbed and its 
physiological functioning prevented, which only 
requires freeing of the nerve. 

In the first class, i. e., nerve-suturing, favorable 
results are exceptional. In 70 interventions Walther 
had 19 cases of complete or incomplete nerve- 
section in which he was unable to note any favorable 
result after four months. Tuffier and Dumas 
stated that in 19 nerve-sutures done by them there 
was no recovery. The results obtained in freeing 
nerves and re-establishing continuity are very 
different. Wiarts’ statistics show 24 per cent 
complete recovery. 

Monsaingeon reports a case of a man wounded 
in the left arm followed by paralysis and almost 
complete loss of sensation. Intervention was made 
68 days later. The radial nerve was found embedded 
in the cicatrix and freed. In less than 8 days there 
was a disappearance of the paralysis and a complete 
restoration of sensation. 

Kirmisson who submits this report of Mon- 
saingeon mentions a similar case which came under 


to permit the raising of the head so that the chin 
was free from the chest enabling the patient to mas- 
ticate and speak freely. With effort the head could 
be elevated to a normal position but he was not 
able to maintain it for more than a few minutes. 
There was moderate rotation. Pain and muscular 
rigidity had ,disappeared. 


NERVOUS SYSTEM 


his own observation, where after a fracture of the 
right humerus there was complete radial paralysis. 
Pressure on the cicatrix which corresponded to the 
point where the radial nerve passed over the ex- 
ternal edge of the humerus was painful. After 
incision the nerve was easily traced and freed. At 
the time of reporting nearly twelve months later 
the patient is entirely well. W. A. BRENNAN. 


Rogers, M. H.: An Operation for the Correction 
of the Deformity Due to Obstetrical Paralysis. 
Boston M. & S. J., 1916, clxxiv, 163. 


In this deformity the anterior surface of the arm 
and forearm are rotated inward. The operation 
suggested attempts to correct this deformity by 
doing an osteotomy of the upper portion of the 
humerus about two inches below the shoulder-joint, 
followed by a one-quarter rotation of the whole 
arm below the line of fracture. An incison is made 
between the muscle planes sufficiently long to be sure 
that there is no nerve involvement. J. H. Skines. 


Edinger, L.: The Uniting of Divided Nerves (Ucber 
die vereinigung getrennter Nerven Grundsaetz- 
liches und Mitteilung eines neuen verfahrens). 
Muenchen med. Wchnschr., 1916, \xiii, 225. 

Edinger has found that there is often great diffi- 
culty in the union of the ends of severed nerves. 
The regenerated nerve-fibers which are thrown out 
by the ganglion cells can easily be diverted from 
their course by any mechanical obstruction, such 
as a blood-clot, and union between the stumps can 
therefore be prevented. He shows that this is the 
case by his own observation and those of others 
whom he quotes. 

The only way that the regenerated fibers may be 
kept in the proper direction to effect union is to 
permit them to grow in a tube. Nevertheless the 
attempts made to grow nerve-fibers in tubes by 
previous workers did not give good results because 
it was necessary for the fibers to be surrounded 
in the tube by a suitable environment for growth. 
The various experiments of Edinger demonstrated 
that human nerve-fibers grow best when the two 
disunited ends are inserted in an artery filled with 
agar jelly. This is the new procedure which he 
advocates. A number of such tubes have been 
prepared and distributed for use to operating neu- 
rologists. 
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Edinger has seen the results obtained by Ludloff 
and Hasslauer with 14 patients treated in this man- 
ner, in which cases the distance between the dis- 
united nerve-ends varied from 5 to 15 cm. In 
every case there was clear evidence of good progress 
of regeneration in the nerve. Within a few weeks 


the anesthesia area became much reduced. He 
mentions particularly a case in which 10 cm. of the 
tibial and 8 cm. of the popliteal nerve had been 
resected. After inserting the agar jelly tube the 
return of the plantar reflexes was demonstrable 
after 16 days. W. A. BRENNAN. 


MISCELLANEOUS 


CLINICAL ENTITIES — TUMORS, ULCERS, 
ABSCESSES, ETC. 


Byford, H. T.: The Etiology and Prophylaxis of 
Cancer. Iilinois M. J., 1916, xxxix, 81. 


The author presents a few fairly well established 
facts that have led him to draw certain conclusions 
with regard to the etiology, and from these conclu- 
sions to formulate such recommendations of a 
prophylactic nature as they may seem to justify. 

We are justified in assuming, for argument’s sake, 
that carcinoma is an infection and that it will not 
be a waste of time to make a review of facts and 
probabilities on this basis. 

Although carcinoma is sometimes inoculated into 
the skin or other external epithelial surface, it is in a 
great preponderance of cases introduced into the 
system with the food. 

The human feces are carriers of germs of car- 
cinoma, both in individuals affected with the dis- 
ease and in many who are not. The same may be 
said as to the feces of the dog and the cat. 

The occurrence of primary infection in the colon 
and upper rectum shows that the germs that get 
by the pancreatic secretions can survive to infect 
the rectum. If they reach the rectum alive they 
can, of course, be passed out and may find lodgment 
elsewhere. 

Those who are most subject to carcinoma are 
those who work in dirt and eat the greatest variety 
of food. Thus chimney-sweeps, industrial laborers 
in large towns, city laborers, furriers, and carpenters, 
all of whom have a high rate of mortality, work in 
dirt and have not always the means nor incentive 
for frequent washing; while pressmen, compositors, 
and printers, whose working materials are protected 
from outside contamination, and whose surroundings 
are such that they can and do wash and clean up 
when they go to lunch and go home from work, 
have a lower rate. 

There are probably several factors that have some 
influence upon the increase of cancer in recent years. 
The increase of railroad traffic may be supposed to 
have some effect in spreading infection through 
travel of individuals and through the enormous 
amount of cold storage food that is carried every- 
where. Some of the travelers and some of the food 
must be infected. 

Since duodenal ulcer is a more common lesion 
than gastric ulcer and yet seldom becomes infected 
with carcinoma, and since trypsin, which is poured 


into the duodenum, also prevents continued super- 
ficial development of carcinoma on surfaces with 
which it is kept in contact, the question arises 
whether trypsin, or possibly some vegetable fer- 
ment or synthetic imitation, could not be used for 
the destruction of the disease or the production of 
immunity. Whether injections of trypsin or a 
similar substance into and around the carcinomatous 
mass, or into the afferent blood-vessels or into the 
colon or the general circulation could be worked 
out so as to be curative, is perhaps worthy of 
serious thought, if not experiment. 

The following recommendations are suggested: 

1. Carcinoma should be considered an infectious 
disease. 

2. Precautions against the spread of the infection 
should be taken by the community, as well as by the 
individuals affected. 

3. Foods, particularly fruits and vegetables, 
should be protected from contamination at their 
source and in transit. 

4. The disposal of human excrement in suburban 
and populous rural and manufacturing districts 
should be such as to avoid possible contamination of 
the surface soil. The feces of patients with car- 
cinoma of the alimentary canal and pelvic organs 
should receive the same attention as those of pa- 
tients from typhoid fever or cholera. Women 
should be taught the infectious nature of normal 
stools, with particular reference to keeping the 
perineum free from contamination. 

5. The number of cats and dogs in populous 
districts should be restricted and they should not be 
allowed to roam about the streets by day or night. 
The excess should be killed. Means should be 
taken for the extermination of rats, mice, cock- 
roaches, and other vermin. 

6. Individuals whose occupations are known to 
expose them to great risk of infection from carcino- 
ma should be taught that it may get into their 
systems either through the irritated skin or by way 
of the alimentary canal. 

7. All epithelial areas affected with chronic irrita- 
tion and erosion should be attended to. An attempt 
might also be made to prevent infection of ulcerated 
and eroded surfaces in the alimentary canal. Pa- 
tients with-such lesions should avoid all unsterilized 
food that might be contaminated. 

8. Municipal authorities should put carcinoma 
upon the list of diseases to be reported in order that 
the patients may be traced and taught how to take 
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care of themselves and their infected discharges, and 
that none of those living with them be allowed to 
handle foodstuffs for the market. 

g. The blood of patients with carcinoma should 
be exhaustively studied with reference to the dis- 
covery of something that will increase immunity. 

10. The time would seem to be ripe for teaching 
the public something concerning the erroneous 
notions about diet that are prevalent among the 
idle rich and prosperous poor in order that they 
may stop manufacturing the serious forms of gastro- 
intestinal disease that have of late years shown such 
an alarming increase in frequency, the seeds of 
which are shown in adolescence and the fruits of 
which are harvested at maturity and in senescence. 

11. Women who have not borne children for 
several years should be warned of the danger of 
developing carcinoma and should not only be on the 
lookout for symptoms, but should submit to a 
pelvic examination at least twice a year until it is 
evident that the mucous membranes are healthy 
and are remaining so. EDWARD L. CORNELL. 


Moullin, C. M.: The Classification of ‘Tumors. 
Ann. Surg., Phila., 1916, Ixiii, 257. 

The great variety of tumors makes their classifica- 
tion difficult and, according to the author, no 
previous classification can be said to meet all the 
requirements. Instead of classifying tumors on 
the basis of malignancy, structure, or origin, the 
author submits what he believes to be a better 
classification. 

Using the word in its ordinary acceptation, tumors 
are divided into two classes. One is due to the 


when suddenly aroused into action; the other, 
to changes that should take place in development 
not being efficiently carried out. The power of 
reproducing their like directly, without assistance 
from any other source, is the common property of all 
living things and all parts. The extent to which 
they make use of this power furnishes the most 
satisfactory basis for the classification of tissues 
and of the tumors that grow from them. At a 
very early period of development one group of 
cells is marked off for reproduction, the germ cells. 
The rest of the cells, known as the somatic cells, 
become specialized for other kinds of work and grad- 
ually lose their reproductive power. Each cell as 
it develops passes through all the stages through 
which its ancestors passed in the course of evolution. 
The structure of a tumor depends upon the parent 
stem, and always resembles it though it is never so 
perfect. Malignancy of the tumor depends, then, 
upon the maturity of the parent cell at the moment 
the bud began to grow. If the parent cell has al- 
ready reached the adult age, the bud will increase 
proportionately slow, pushing the surrounding struc- 
tures to one side instead of invading them. There 
is no separate class of malignant tumors, rapidly 
growing malignant forms occurring in all classes. 
Under the head of tumors of the germ organ and 


its derivatives, the author has included feetus, in- 
ternal teratomata, ovarian dermoids, and ovarian 
adenomata. The classification of tumors that grow 
from the somatic cells depends upon that adopted 
for the tissues themselves. Every organ and every 
tissue has its own kind of tumor. Tumors of the 
thyroid may resemble those of the prostate, but 
hehave very differently. 

Tumors due to errors in development differ from 
those caused by the sudden awakening of the re- 
productive power of the tissues in that they do not 
possess an independent existence and do not belong 
to the same generation as the structures from which 
they grow or to the next. Premature arrest of 
development is one of the most important causes of 
tumor formation. This not only involves the pro- 
gressive advance of tissues, but the disappearance 
of those which have ceased to be of use. This group 
includes such tumors as the meningomyelocele, 
caused by failure of the medullary groove to close 
at its proper time, and also those tumors develop- 
ing from the remains of the hyolinguai duct, or the 
wolffian ducts, or wherever tissues have failed to 
disappear in the evolution of the organism. 

GATEWOOD. 
Allan, A. P.: Phantom Tumors. Clin. J., 1916, xlv, 
54- 

The typical phantom tumor is resonant and 
smooth, conforming to that muscle or group of 
muscles with which it is associated; it is always 
resonant, but less so than the neighboring parietes. 
It is said to disappear during sleep, but it does not 
invariably do so. Pain is absent, though some 
cases run into a cramp, in which case the pain is 
intense. 

The author reports two cases, both in women. 
In one the tumor was due to a contraction of the 
right rectus muscle. This patient recovered under 
suggestion. The second was due to a dilated 
cecum following mucous colitis. It disappeared. 

The treatment is to remove any factor of irrita- 
tion that may be present or, if due to occupation, 
consider the condition for a remedy. Galvanism 
and massage have proved useful and purely neu- 
rotic cases respond excellently to ‘‘suggestion.”’ 
It is well to bear in mind “protective phantom 
tumors” and to seek for the cause in deeper or other 
organs. Epwarp L. CorNELL. 


Roberts, J. B.: A Further Note on the Etiology 
of Surgical Scarlatina. 7r. Am. Surg. Ass., Wash- 
ington, 1916, May. 

The author states his belief that true scarlatina 
sometimes occurs by the introduction of the infect- 
ing agent through a breach in the skin instead of 
by the usual faucial or nasal route; and in his opinion 
there is reason to believe that the difficulty in isolat- 
ing the infecting organism is probably due to its 
ultramicroscopic size and its filterable nature. He 
also suggests that the anginose affection, termed 
scarlatina, may cover more than one specific infec- 
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tion. This last opinion is based upon the con- 
fusion which has long existed between similar 
infections such as typhus and typhoid fever, 
malarial and yellow fever, and other well-known 
infections with similar symptoms. Reference is 
made to the papers of McCarty and Hamilton. He 
believes that many cases of so-called post-operative 
scarlet fever are probably of septic origin or are due 
to vasomotor influences. Instances doubtless occur 
where the true scarlatinal affection is simply a 
coincidence in a patient already suffering from a 
wound received about the time of exposure to the 
infection. 

The cases are cited of Strickler, who about 20 
years ago inoculated children with saliva of scarlet 
fever patients in the hope of producing immunity. 
Strickler believed that he actually caused acute 
scarlet fever by introducing the infection through a 
wound in the skin. The latest investigation of the 
etiology of this disease known to the author is that 
of Mallory and Medlar of Boston who found a 
gram-positive bacillus which they thought to be the 
true causative agent. 


SERA, VACCINES, AND FERMENTS 


Gellhaus: Some Observations Regarding Collar- 
gol Injections in Small Doses (Kinige Beobach- 
tungen bei Kollargolinjektionen in kleinin Dosen). 
Muenchen med. Wchnschr., 1916, \xiii, 191. 

The author draws attention to the efficacy of 
small intravenous injections of collargol in infective 
diseases. In his earlier cases he used a 2 and 3 per 
cent solution, but in his recent practice he has 
reduced the strength to 1 per cent and in the case of 
children to 0.5 per cent. 

He has treated altogether 143 cases of different 
inflammatory types with collargol. These include 
appendicitis, peritonitis, gonorrhoea, pneumonia, 
etc. As a general rule good results are obtained 
when collargol is injected in the early stages of the 
inflammatory process. The action of collargol is 
found to be powerless only when the infection is of 
a high degree of virulence. 

Of the cases treated, 34 were cases of appendicitis. 
Of these, operation was necessary in 6. Of the 
others, 1 died and 27 recovered with 2 cases of relapse. 
The early use of collargol not only facilitates the 
results of operation when such is necessary for in- 
flammatory conditions, but it may obviate opera- 
tion altogether. W. A. BRENNAN. 


BLOOD 


Rous, P., and Turner, J. R.: The Preservation of 
Living Red Blood-Cells in Vitro; Methods of 
Preservation. J. Exp. Med., 1916, xxiii, 219. 

The authors state that there is practically no 
mention in the literature of attempts to keep red 
blood-cells alive for a long time in vitro, notwith- 
standing the great practical advantage that such a 
method would afford. They believe that red blood- 
cells could be used for serum reactions, or for cul- 


ture media, or even under certain circumstances for 
transfusion. 

For their experiments they made use of the cells 
of the rabbit, dog, sheep, and man. ‘They seem to 
have proven conclusively that if washed red cells 
are to be properly preserved they must be protected 
during washing, and that plasma cannot be used for 
this purpose. They found that gelatin in one- 
eighth to one-fourth per cent in Locke’s solution 
protected cells absolutely against: injury during 
washing and even during prolonged shaking. This 
injury may express itself in hemolysis only after 
the cells have been kept for some days. They found 
it greatest in the case of dog corpuscles, and well 
marked in sheep and rabbit cells. The fragility 
of the red cells, as indicated by washing or shaking 
them in salt solution, they state, is different, not 
only for different species but for different individuals. 
It varies independently of the resistance to hypo- 
tonic solutions. The authors point out that the pro- 
tection of fragile erythrocytes during washing is 
essential if they are to be preserved in vitro for any 
considerable time. The addition of a little gelatin 

-one-cighth per cent—to the wash fluid was found 
to suffice for this purpose, and by its use the period 
of survival in salt solutions of washed rabbit, sheep, 
and dog cells was greatly prolonged. 

Though gelatin acted as a protection for red cells 
they did not find it preservative of them in the real 
sense. Cells did not last longer when gelatin was 
added to the fluids in which they were kept. Locke’s 
solution, though probably better than Ringer’s 
solution, or a sodium chloride solution, as a medium 
in which to keep red cells, was ultimately harmful. 
The addition of innocuous colloids did not improve 
it. But the sugars, especially dextrose and sac- 
charose, had, the authors state, a remarkable power 
to prevent its injurious action, and possessed, in 
addition, preservative qualities. Cells washed in 
gelatin-Locke’s solution and placed in a mixture of 
Locke’s solution with an isotonic, watery solution 
of a sugar remained intact for a long time—nearly 
two months in the case of sheep cells. The kept 
cells went easily into suspension free of clumps, 
they passed readily through paper filters, took up 
and gave off oxygen, and when used for the Wasser- 
mann reaction behaved exactly as did fresh cells 
from the same individual. The ‘best preservative 
solutions, the authors state, are approximately iso- 
tonic with the blood serum. If the cells are to be 
much handled gelatin should be present, for the 
sugars it was found did not protect against mechan- 
ical injury. GrEorGE FE. Betsy. 


Morriss, W. H.: Secondary Hemorrhage in Mili- 
tary Surgery. Mil. Surgeon, 1916, xxxviii, 131. 

The inefficiency of accepted methods of controll- 
ing wound infections has been one of the surgical 
surprises of the present war. Almost every case is 
infected, many of them seriously. Serious complica- 
tions frequently arise and one of the most serious is 
secondary haemorrhage. 
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Secondary hemorrhage may originate from one 
of several causes: (1) A thrombus closing the end 
of a severed vessel may become infected, digested, 
and hemorrhage result. (2) A vessel wall may be 
contused and hemorrhage occur only after slough- 
ing has occurred. (3) An intact vessel wall may be 
eroded by direct extension of a sloughing infection 
from neighboring tissues. (4) A spurious aneurism 
may have its sac wall infected and rupture occur. 

Other factors besides infection which may lead to 
secondary hemorrhage are: (1) a haemorrhagic 
diathesis may exist; (2) the jolting and jarring 
incident to transportation may excite hemorrhage; 
and (3) a foreign body in the wound may cause 
hemorrhage by eroding the vessel wall. 

The onset of secondary hemorrhage is usually 
sudden and the patient may be found in collapse, 
lying in a pool of blood. 

The treatment should attempt the control of the 
hemorrhage and the resuscitation of the patient. 
The control of the hemorrhage may be secured by 
ligation of the bleeding vessel as far above the area 
of infection as possible. Frequently, however, 
recurrent hemorrhages occur and usually amputa- 
tion, if the bleeding vessel be in a limb, as high as 
necessary, is undertaken. The resuscitation of the 
patient is effected chiefly by normal saline hypo- 
dermoclysis and blood-transfusion. 

The author reports five cases coming under his 
own observation and gives a complete history of 
each case. J. H. Sxrtes. 


Hess, A. F.: The Blood and the Blood-Vessels in 
Hzemophilia and Other Hemorrhagic Diseases. 
Arch. Int. Med., 1916, xvii, 203. 


Hess believes that the group termed “the hem- 
orrhagic diseases” includes a large number of ab- 
normal conditions, and that, at the present time, 
it is a fruitless task to attempt to unravel the various 
entities embraced by the clinical conditions which 
are assembled under this general head. This he 
considers as due partly to the fact that the phys- 
iology of the coagulation of the blood is still incom- 
pletely understood, partly because of the impos- 
sibility of analyzing the various factors concerned in 
coagulation, and in part because these hemorrhagic 
states have been incompletely observed from a 
clinical point of view. 

In this investigation, therefore, the author con- 
siders the condition of purpura rather as an entity 
and compares it to hemophilia. The main points 
in his study may be summarized as follows: 

The coagulation time of the plasma in hemophilia 
at times may become normal without the occurrence 
of hemorrhage or’ other apparent change in the 
condition of the patient. 

The estimation of the number of blood-platelets 
is of great value, as has been found by others, in 
differentiating between purpura and hemophilia. 
In some cases of purpura, the platelets are abnormal 
and may be differentiated, like other macrocytes 


and microcytes of the blood, into macroplatelets and 
microplatelets. 

The puncture test — the reaction following sub- 
cutaneous puncture of the skin — is an aid to diagno- 
sis. In hemophilia a haemorrhagic area rarely 
results from this procedure; in purpura it is the rule. 

The capillary resistance test is also of value. By 
this is understood the reaction following the applica- 
tion for a definite period of a tourniquet to the upper 
arm. In purpura, this results in petechial hemor- 
rhages on the forearm; in haemophilia the effect is 
negative. 

There is an hereditary purpura as well as an 
hereditary hemophilia. This type of purpura should 
be more generally recognized, so that these cases 
will not, on account of their hereditary history, con- 
tinue to be regarded as haemophilia. 

The male member of a family may be a “bleeder”’ 
of the hemophiliac type and the female of the pur- 
puric type. Two families are described in which one 
member suffered from haemophilia and another from 
purpura. 

Hemophilia may be atypical: A case is reported 
which showed a calcium deficiency, as borne out 
by various chemical and clinical tests (hemophilia 
calcipriva). 

In some cases manifesting haemorrhage, the vessels 
seem to be involved. This weakness is encountered 
in children and may be congenital; it may appear in 
the course of an infectious disease, or of a nutritional 
disorder, such as infantile scurvy. 

In the classical case the differentiation between 
hemophilia and purpura is simple. The picture 
of a typical hemophiliac is a male, with a hereditary 
history of bleeding, whose blood manifests a defi- 
nite delay in coagulation time, whose platelets are 
normal in number, ‘‘bleeding-time”’ not increased, 
who shows no hemorrhagic reaction following sub- 
cutaneous puncture of the skin, and a negative 
capillary resistance test. A typical case of purpura 
is found to be quite different: the patient may be a 
male or a female; the plasma coagulates in almost 
normal time and the number of blood-platelets is 
decreased (frequently below 100,000 in number); 
there is definite subcutaneous hemorrhage, follow- 
ing puncture of the skin; an increase of the bleeding 
time; and the development of a large number of 
petechial hemorrhages following the application of 
a tourniquet. Georce E. BEILsy. 


Meyer, W.: The Conservative Treatment of Gan- 
grene of the Extremities Due to Thrombo- 
angiitis Obliterans. Ann. Surg., Phila., 1916, 
lxiii, 280. 

After a discussion of a number of cases which 
the author has treated conservatively with most 
encouraging results, and a review of the various 
methods of treatment of both acute and chronic 
gangrene of the extremities, the author discusses 
in detail that type due to thrombo-angiitis oblit- 
erans. He believes that conservative treatment 
should always be instituted before an amputation 
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is considered. If gangrene has begun, it is obviously 
impossible to replace what is dead. ‘The progress 
may, however, be stayed; old obstinate ulcers 
may heal, and otherwise uncontrollable pain can 
be relieved. 

Conservative treatment consists in the use of 
superheated air, or Bier’s hyperemia. ‘This is best 
combined with systematic hypodermoclysis of 
Ringer’s solution. If these simpler methods prove 
of no avail, conservative operative measures are 
indicated; viz., tying of the femoral vein or arterio- 
venous anastomosis. Both of the latter methods 
should be subjected to further careful clinical 
research as to their real value. Superheated air 
treatment may bring improvement of the symptoms, 
but a lasting beneficial effect is rarely seen. It 
seldom controls the pain. The systematic hypo- 
dermic injection of 400 to 500 ccm. of Ringer’s 
solution (Matesima-Koga) daily, or every second or 
third day, deserves a definite place in the con- 
servative treatment. Its effects may be lasting or 
temporary, but if temporary, repetition usually 
again brings improvement. ‘Two such series of 
injections represent a sufficient test as to their 
usefulness. Internally, a simultaneous adminis- 
tration of organotherapeutic preparations deserves 
a careful test. Since women seem to be immune to 
the disease, it has been suggested that something 
in their system protects them, and for this, if for no 
other reason, extracts of organs should be given a 
trial. 

Inflammation of the wall of the blood-vessels of 
the next higher group to the capillaries, arterial as 
well as venous, seems to be responsible for the 
thrombosis (Buerger). Its cause may be microbic, 
but the fact that women are immune again seems 
to argue against this. The increased viscosity 
of the blood, viz., blood that is thicker than normal, 
seems to play an important rdéle in the etiology of 
the disease. It is possible that an altered quality 
of the blood as such represents a cause for the 
occurrence of the thrombosis and the subsequent 
gangrene. On the basis of this reasoning, pro- 
cedures which tend to reduce the coagulability of 
the blood within the body deserve to be tried in an 
effort to find the underlying cause of the trouble. 
Intravenous injections of anticoagulating sub- 
stances, such as a 2 per cent watery solution of 
sodium citrate, may prove to be a useful adjuvant 
to the systemic hypodermic administration of 
Ringer’s soiution. GATEWOOD. 


McLean, A.: Venous Thrombosis and Embolism, 
Its Cause, Significance, and Consequences. 
Penn. M. J., 1916, xix, 318. 


The author describes some experiments on dogs 
undertaken to explain the cause of the thrombotic 
process which occurs, for instance, as a femoral 
thrombosis following an apparently clean append- 
ectomy, whére the common etiological factors, 
such as: (1) trauma to the intima, (2) stagnation or 


slowing of the blood stream, (3) chemical changes 
in the blood, and (4) infection, are wanting. 

He was impressed with the tremendous amount 
of injury a vein could withstand without the forma- 
tion of a thrombus at the site of the injury. 

The following phenomena were noticed in the 
course of the experiments: 

1. When a vein is ligated in continuity, the blood 
in the vein will clot only on one side of the point of 
ligation, that is, the side from which the blood is 
coming. 

2. In ligating a vein between two ligatures (two 
inches apart) the blood between the ligatures clots 
very slowly, and if left for a week or more the con- 
tents of the ligated vein will have completely disap- 
peared, a fibrous cordlike structure alone remaining. 

3. The same result is accomplished by ligating 
an artery between two ligatures. 

4. Simple crushing of a vein will not cause a clot 
at the point of crushing. The crushing can be re- 
peated in forty-eight hours and a clot will not form at 
the site; examination of the repeatedly crushed vein 
two weeks after the last crushing, will show a thick- 
ening of all the coats of the vein, the intima re- 
maining smooth and glistening. 

5. Crushing the vein with the subsequent intro- 
duction of a 24-hour bouillon culture of staphylo- 
cocci, and again crushing the vein, grinding the 
staphylococci into the vein wall, did not produce a 
clot or thrombus at the site of the crushing or the 
injection of the bacteria. 

6. The introduction of a sterile thread into the 
lumen of a vein, allowing one-half to three-fourths 
of an inch to be suspended inside the vein, failed to 
produce a clot or thrombus. 

7. The same experiment was negative in the 
artery, allowing the thread to remain four, five and 
seven days. 

8. Thread infected with staphylococcus albus or 
aureus will cause a thrombus in three or four days. 

9. Thread infected with colon bacillus or staphy- 
lococcus aureus introduced into an artery caused the 
formation of a firm clot. 

10. Sterile thread one-half and one inch long 
“let go” in the circulation caused no symptoms. 

11. Infected thread (colon bacillus) “let go” 
caused death in three and one-half days. Thread 
infected with blood-clot recovered in the right lung. 

In reviewing his records of the past two years in 
1,610 laparotomies, thrombosis and embolism fol- 
lowed in 33 cases, 2.2 per cent. There were 9 fatal 
cases of embolism. There were 3 cases of pulmonary 
embolism followed by abscess and recovery; 2 of 
hepatic embolism, followed by abscess with one 
recovery; 2 of cerebral embolism followed by death. 
There were fifteen cases of femoral thrombosis follow- 
ing pelvic operations. 

It is worthy of note that in all the cases of em- 
bolism and thrombosis in the entire series, there was 
only one case of embolism with recovery, and no 
cases at all of thrombosis, that followed operations 
in the upper abdomen. Lucian H. Lanpry. 
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Painter, C. F.: The Operative Treatment of 
Thrombo-Angiitis Obliterans. St. Paul M. J., 
1916, xviii, 41. 


The author cites a number of cases that have 
come under his observation, which he puts in the 
classification so well described by Leo Buerger. 

All of his cases were in young Russian Jews. Occu- 
pation can not be traced as a causative factor as his 
cases are found in many different callings. How- 
ever, his observations coincide with Erb’s, in so 
much as excessive cigarette smoking and inveterate 
tea drinking has been noticed in all his cases. The 
unstable nervous system of the Jewish race as a 
whole may play a part in this condition, as almost 
all of his patients have been temperamentally 
neurotics. 

The patients complain of disagreeable sensations 
in the feet and sometimes in the calves of the legs; 
this increases to pain and is associated with a con- 
gestion of the toes, which extends to the dorsum 
of the foot, possibly as high as the malleoli. 

A dependent position of the foot aggravates this 
congestion and the pain is more severe and of a 
burning character the longer the foot is allowed to 
hang. Pain and congestion are appreciably lessened 
by elevation. Anterior and posterior tibial pulse is 
very feeble or absent. Gangrenous areas may be 
noted, if the caliber of the vessel is sufficiently 
encroached upon. 

Pseudo-arthritides are quite prevalent among the 
Jewish people, as described by Solis-Cohen. A 
certain amount of apparently bona fide capsular 
thickening gradually develops, even in these purely 
functional or neurotic joint disturbances. If such 
actual physical changes can take place in and about 
joints as the result of a non-inflammatory condition, 
the author advances the hypothesis that given the 
activity of a similarly disturbed nervous mechanism 
in the peripheral vessels of the extremities, one 
might expect to find these vessels occupied by a 
thrombus which would attach itself to the walls and 
organize into connective tissue, thus narrowing or 
occluding the lumen of the vessels. 

The author is in favor of conservative treatment 
rather than amputation, especially in the early 
cases. This treatment consists in rest; elevation of 
the limb, combined with keeping it well wrapped 
in cotton wool; discontinuing the use of tobacco, 
alcohol, tea, etc. 

This necessarily means a long tedious treatment. 
but with sufficient means or hospital facilities, the 
end-results justify the sacrifice of time. 

Lucian H. LANpRY. 


Lindeman, E.: Reactions Following Blood-Trans- 
fusion by the Syringe Cannula System. J. 
Am. M. Ass., 1916, Ixvi, 624. 


Lindeman states that the syringe cannula system 
has greatly simplified the procedure of blood trans- 
fusion, which now occupies a prominent and per- 
manent place in therapeutics. In the first 150 


transfusions by his method, chill, followed by fever, 
occurred in approximately 33 per cent. He has 
found that hemolysis never occurrs without chills 
and fever, unless the patient dies during, or shortly 
after, the transfusion. He infers therefore that 
chills and fever in transfusion are due to hemoglobin 
set free in the circulating blood. If the hemoglobin 
set free is abundant, it appears in the urine; when 
the amount is moderate hematoporphyrin appears 
in the urine; when hemolysis is slight no blood 
pigment appears in the urine. 

In this series of 150 cases, the preliminary blood- 
tests for hemolysis and agglutination were con- 
ducted by different serologists. In every case in 
which hemolysis occurred and in which preliminary 
tests had been made, Lindeman had the test re- 
peated later, and in each instance incompatibility 
was detected in the second examination. He infers 
that there was error in the primary examination 
and has set himself the task of eliminating this 
error by personal supervision of the laboratory work 
and of developing refined methods of selection so as 
to prevent even a slight degree of haemolysis, of 
which the only manifestation is chills and fever. 

His technique for testing for hawmolysis and 
agglutination are as follows: The red blood-cells of 
the patient and donor are washed three times with 
normal saline; variable quantities of patient’s serum 
are placed in three separate small test-tubes; to 
each of these are added 0.25 ccm. of a 2 per cent 
suspension of washed blood-cells of the donor. 
The same is done with the donor’s serum and the 
patient’s cells. Controls are made of donor’s serum 
and donor’s cells—patient’s serum and _ patient’s 
cells. Controls are also made with donor’s cells in 
normal salt solution and patient’s cells in normal 
salt solution. The total volume in each tube is 
raised with normal saline to 0.5 ccm. of volume. 
The test-tubes are incubated in a water bath for a 
period of two hours, and readings are made. They 
are then set in the ice-box over night and readings 
are again made the following morning. When a 
case is urgent, the ice-box test is eliminated. 

In the last 155 transfusions performed by the 
syringe cannula system with personally Supervised 
preliminary tests no case of hemolysis, and no death 
referable to transfusion, occurred. Chills followed 
by a rise in temperature occurred in sixteen in- 
stances. Adults received from 1,000 to 1,800 ccm. 
in each transfusion, and the quantity enumerated 
was always taken from one donor. No foreign 
substance or anticoagulant was employed in any 
case. 

In the syringe cannula method of Lindeman, the 
entire mass of blood is outside the body for a period 
of from six to tens seconds, regardless of the amount 
transferred. It passes through a minimum amount 
of foreign material. Embolism or clotting never 
occurs in transit. Syringes are cleaned as fast as 
used. Clotting in the syringe can not occur, and 
the blood is transferred uninjured exactly as it 
exists in nature. There are no stopcocks, valves, or 
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rubber tubings about which blood may clot, and 
there is no blind system into which air may leak. 

His conclusions are as follows: 

1. The preliminary hemolytic and agglutination 
tests when properly performed are reliable. 

2. Incidents of hemolysis in transfusion can be 
eliminated entirely. 

3. The reactions which follow transfusion when 
accurate tests are made are eliminated in all except 
9 per cent of the cases. In this 9 per cent, chills 
and fever alone occur. When the quantity is 800 
ccm. or less, chills and fever do not occur. 

4. By careful, accurate, and complete haemolysis 
and agglutinin tests, when work is done skilfully, 
blood-transfusion is robbed of all danger attending 
its use. ALBERT EHRENFRIED. 


Cherry, T. H., and Langrock, E. G.: The Relation 
of Hzmolysis in the Transfusion of Babies 
with the Mothers as Donors. J. Am. M. Ass., 
1916, lxvi, 626. 


Cherry and Langrock consider that hemorrhagic 
disease of the newborn is one of the most frequent 
and alarming of the diseases in combating which 
transfusion is required. The subcutaneous injec- 
tion of animal or human serum (Welch) or of whole 
blood (Schloss) has been used with a considerable 
degree of success, but there have also been a great 
many failures. The transfusion of blood, however, 
has given highly gratifying results. 

On account of the close relationship of the matern- 
al and foetal bloods in utero, it is a natural supposi- 
tion that complete compatibility of infant’s and 
mother’s blood should exist. In order to establish 
this fact, the authors have performed a series of 
hemolytic tests in 34 instances upon newborn 
babies and their own mothers. If it is known before- 
hand that the mother’s blood is compatible, it will 
save delay in finding a compatible donor, in making 
the necessary serological tests, and in the expense 
which these conditions entail. 

In the 34 tests carried out, no hemolysis or agglu- 
tination occurred. Accordingly the authors con- 
clude that all mothers can be used as donors for 
their infants in the transfusion of blood, provided 
no contra-indications exist on the mother’s part. 

The authors report one transfusion performed 
since these experiments were concluded, in which, 
without preliminary blood tests, 60 ccm. was success- 
fully transferred from the mother, through the 
external jugular vein, by the indirect syringe pro- 
cedure of Unger. They estimate that 60 to 75 ccm. 
are sufficient to supply the infant with necessary 
elements to promote clotting, and to replace those 
lost by hemorrhage. They recommend the indirect 
method for its simplicity. ALBERT EHRENFRIED. 


Rous, P., and Turner, J. R.: The Preservation of 
Living Red Blood-Cells in Vitro; Transfusion 
of Kept Cells. J. Exp. Med., 1916, xxiii, 239. 


Having described in a previous paper the meth- 
ods whereby red blood-cells may be kept intact for 


long periods in vitro, Rous and Turner have under- 
taken to determine whether cells kept according 
to these methods were alive in the sense that they 
were capable of functioning in the animal body. 
This they have attempted to determine by trans- 
fusion of the kept cells in bulk with appropriate 
control. They have performed many such experi- 
ments, using rabbits. 

In order to determine the availability for func- 
tional uses of red cells kept i vitro by their methods, 
transfusion experiments were carried out with rab- 
bits by which a large part of their blood was replaced 
with kept rabbit cells suspended in Locke’s solu- 
tion. It was found that erythrocytes preserved 
in mixtures of blood, sodium citrate, saccharose, 
and water for 14 days, and used to replace normal 
blood, remained in circulation and functioned so 
well that the animal showed no disturbance, and 
the blood count, hemoglobin, and percentage of 
reticulated red cells remained unvaried. Cells 
kept for longer periods, though intact and apparently 
unchanged when transfused, soon left the circula- 
tion. Animals in which this disappearance of 
cells took place on a large scale, remained healthy 
save for the progressing anemia. The experiments 
proved that, in the exsanguinated rabbit at least, 
transfusion of cells kept for a long time in vitro 
could be used to replace the blood lost, and that 
when the cells had been kept too long but were still 
intact they were disposed of without harm. The 
indications are, the authors state, that kept human 
cells could be profitably employed in the same way. 

GerorGE E, BEILpy. 


BLOOD AND LYMPH VESSELS 


Eccles, W. M.: A Clinical Lecture on Aneurisms of 
War Wounds. Am. J. Surg., 1916, xxx, 33. 


Eccles classifies 50 cases of traumatic aneurism 
and emphasizes some points in regard to their 
treatment. Of the 50 cases, 30 were arterial and 20 
were arteriovenous; 7 were of the vessels of the 
head and neck, 14 of the vessels of the upper extrem- 
ity, and 29 of the vessels of the lower extremity. 
The popliteal suffered more frequently than any 
other vessel. There were 4 deaths in the series. 

The signs of traumatic aneurisms vary somewhat 
from those of pathological aneurisms. The bruit is 
usually much more marked and the thrill is harsher. 
Where the clot is large the pulsation, bruit, and 
thrill may entirely disappear. 

With regard to the treatment of traumatic aneu- 
risms in general the author makes the following 
suggestions: (1) Delay operation as long as possible 
in order to allow time for a collateral circulation to 
be established. (2) Always be prepared for profuse 
hemorrhage. (3) Make a long incision in order to 
secure an abundance of room. 

The methods of dealing with traumatic aneu- 
risms are three: ligation of vessels, operations on the 
sac, and amputation. 

The application of ligatures to the artery on the 
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proximal and distal sides of the aneurism is quite 
the best method of treatment. A ligature on the 
proximal side alone is uncertain in its results and 
may not control the bleeding. The ideal method of 
treatment is to apply a tourniquet, open the sac, 
pass a probe into each communicating vessel and 
ligate each one externally, but it is not altogether 
easy and causes a good deal of disturbance. 
Amputation is required if gangrene has set in and 
may possibly be the safest as a primary treatment 
where there is a diffused traumatic arterial aneurism. 
Quadruple ligation with excision of the inter- 
vening portion is the best method of treatment in 
arteriovenous aneurisms. J. W. TURNER. 


Haberland, H. F. O.: The Epicrises in Wound 
Aneurisms (Zur Epikrise der Schussaneurysmen). 
Deutsche med. Wcehnschr., 1916, xlii, 160. 

In the case of traumatic aneurisms of the extremi- 
ties it is only permissible to speak of a cure when 
complete functional use of the organ has been 
restored and provided there is no serious secondary 
injury. 

Great caution must be observed in making the 
prognosis, owing to the danger of late gangrene 
developing; observation after operation should be 
continued for at least six weeks. 

Early vessel-suture is favorable to early recovery. 
Oval suturing is to be preferred. Arteriovenous 
aneurisms ought always be operated upon on ac- 
count of the danger of embolism. Conservative 
treatment will not effect an anatomic cure. 

W. A. BRENNAN. 


Judd, E.S.: Cirsoid Aneurism. Sit. Paul M.J., 1916, 
Xviii, 48. 

The author reports quite an extensive case in- 
volving the entire forehead, in which there was a 
large mass over the bridge of the nose, which ex- 
tended into the right lids, entirely closing the eye. 
The dilated vessels passed back through the scalp 
to the occipital region. The right facial artery was 
considerably dilated as it crossed the border of the 
jaw at the anterior border of the massiter muscle. 

Under ether and local anesthesia, the right ex- 
ternal carotid was ligated, as well as the facial, just 
above the submaxillary gland. The pulastion was 
considerably diminished in the prominent part of 
the angioma, but in a few days the condition was the 
same as before operation. 

Six days later, the opposite external carotid was 
ligated, which practically stilled the vessels. The 
patient was comfortable for a few days, when the 
skin of the scalp over the aneurism became tense, 
red, and extremely painful. The scalp and tissue 
about the face were very sensitive. The pain was 
so great that morphine had to be administered 
freely. 

Five days later, the scalp was incised from the 
glabella to the inion, down to the periosteum. The 
scalp was reflected on both sides and the dilated and 
thrombosed vessels were dissected out. There was 
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no tendency to hemorrhage or active bleeding. 
The scalp was sutured. One or two separate in- 
cisions about the face and temporal region were 
necessary and the vessels in these regions extirpated. 
Sloughing occurred in one of the scalp-fiaps. The 
convalescence was satisfactory and the patient has 
been doing well since the operation (March 2, ror2). 

The author discusses the various forms of treat- 
ment which have been advocated by several ob- 
servers, such as the ligation of the afferent vessels; 
the coagulation of blood by means of various injec- 
tions; galvanocautery; electropuncture, etc. When 
the condition appears in the extremities, amputation 
may have to be resorted to. Some observers recom- 
mend leaving these tumors alone, unless the exten- 
sion or severity of the condition endangers the life 
of the patient. Compression of the tumor is a simple 
but ineffectual mode of treatment. Ligation of the 
temporal and occipital, also the branches of the 
artery leading to the affected part, has been tried 
with no success. 

While ligation of one external carotid may reduce 
the supply to the scalp, the ligation of both external 
carotids is more efficacious. Ligation of the common 
carotid is far more dangerous, especially in the aged, 
and is not as efficacious as the ligation of the external 
carotid, as the branches involved spring from the 
latter vessel. 

Fifty-one single ligations and forty-eight double 
ligations of the external carotid have been performed 
in the Rochester clinic without a single death; while 
in eight cases in which one common carotid was 
ligated, there were two deaths. 

Lucian H. LANpry. 


Kuettner, H.: Experience in Injuries of the Large 
Blood-Vessels in War (Meine Erfahrungen in der 
Kriegschirurgie der grossen Blutgefaessstaemme). 
Berl. klin. Wehnschr., 1916, liii, 101. 

Kuettner’s experience with injuries of the larger 
vessels, including aneurisms, is based upon 249 
cases in the Graeco-Turkish, South African, and the 
present wars. 

Next to nerve injuries aneurisms are the most 
interesting to the surgeon. ‘These classes of injuries 
give the greatest contrasts in peace and war. In 
vascular surgery, however, unlike surgery of the 
nerves, the surgeon can see the success or failure 
of his intervention at once without having to 
wait an indefinite period. 

Injuries to the large blood-vessels are so serious 
and the operatory difficulties so great that their 
treatment should be left to the most experienced 
and skillful surgeons. Kuettner classifies blood- 
vessel injuries in three groups: (1) injuries with 
external hemorrhage, (2) injuries with internal 
hemorrhage, and (3) complete aneurisms. 

Regarding external hemorrhages Kuettner states 
that the percentage of soldiers who die from hamor- 
rhage on the battlefield depends on the kind of 
battle and the class of weapon. In artillery wounds, 
fragments of shells. and expecially pieces of steel 
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grenades cut through the vessel like a knife and 
there is a large external hemorrhage. The crushing 
effect even of the large modern projectiles counts 
for much less than the effects of splinters. 

Aneurisms are more frequent with the present- 
day jacketed bullets than formerly. The small en- 
trance and exit wounds make it more difficult for 
the blood to flow. Regarding treatment of hem- 
orrhage in the field the author states: In venous 
hemorrhage pressure bandages are usually sufficient. 
Ligation is rarely necessary. In arterial hemor- 
rhage in about half of the cases, ordinary means— 
elevation of parts, pressure bandage or tampon— 
suffice. Of 421 arterial haemorrhages only 201 
required ligation. 

When the firing is at close range death from 
hemorrhage is more common. Regarding aneu- 
risms, they rarely result from grenade splinter or 
shrapnel wounds which are likely to be fatal. They 
are rare in wounds from jacketed bullets with frac- 
ture of the large bones; they occur only occasionally 
when the entry and exit wounds are large. 

Secondary haemorrhages are even more important 
than primary. These may be the result of infection 
(septic erosion), or a spicula of detached bone may 
injure the vessel, or it may be due to pressure of a 
drain in the vicinity of a vessel. It is not always 
noticed until the patient’s condition is serious. If 
these secondary hemorrhages are frequently re- 
peated, amputation may be called for. If the 
secondary hemorrhage is from a main arterial 
trunk which is badly infected, amputation is the best 
course, as suturing and ligation is out of the question. 

The author has found vast benefit in parenchymat- 
ous septic secondary hemorrhage from intravenous 
injections of coagulen. 

With regard to internal hemorrhages, the author 
states that haematomata are usually present in all 
war injuries of the larger vessels. ‘They show pulsa- 
tion. Where a vein is injured, arterial blood fre- 
quently finds its way directly into the vein causing 
an arteriovenous fistula and the formation of hama- 
toma is small. 

Diagnosis of hematoma is usually easy, but it may 
be confounded with abscess. On account of the 
possibilities of perforation, infection or gangrene of 
haematoma, and the fact that spontaneous healing is 
infrequent, the author thinks active early surgical 
intervention is indicated. 

Kuettner treated altogether 93 aneurisms, 56 of 
these were complete and 37 were in the hematoma 
stage; 45 per cent were arterial; 55 per cent were 
arteriovenous; 73.6 per cent were treated by liga- 
tion; 26.4 per cent by suture. W. A. BRENNAN. 


POISONS 


Freeman, L.: Chronic General Infection with the 
Bacillus Pyocyaneus. Tr. Am. Surg. Ass., Wash- 
ington, 1916, May. 

The author gave a brief statement of the promi- 
nent symptoms of pyocyanic infection, together with 


the main facts in its pathology, and a somewhat 
detailed report of an instance of the more unusual 
chronic form of the disease, of which only a few cases 
have been recorded. 

The author’s case was an adult, who had been ill 
for nearly eleven months. He had a high fever of 
the septic type, eruptions upon the skin, severe 
neuralgia, serous effusions, and muscular paresis 
and atrophy. 4 

During an exploratory laparotomy a cholecys- 
tostomy was done and a pure culture of the bacillus 
pyocyaneus recovered from the black and thickened 
bile. From this a vaccine was made and adminis- 
tered to the patient, following which the patient 
gradually recovered. 

The features ‘of especial interest in the case are: 

1. Its extreme chronicity (nearly 11 months). 

2. The typical neuralgic pains, followed by pare- 
sis and muscular atrophy. 

3. The absence of the bacillus pyocyaneus from 
the blood and its presence in the bile. (The germ 
does not grow in the blood, but is merely conveyed 
by it, lodging and multiplying in the vessel walls. 
It is found mostly in the parenchymatous organs, 
such as the liver, spleen, and kidneys, hence is par- 
ticularly apt to infect the bile.) 

4. The absence of any discoverable point of in- 
fection, unless it might be the teeth. 

5. Recovery following drainage of the gall-blad- 
der and the use of an autogenous vaccine. 

6. The occurrence of cirrhosis of the liver. 

7. The presence of ascites and pleural effusion. 

8. The satisfactory recovery after so severe and 
protracted an illness, with the exception of a mod- 
erate paresis of the lower limbs, which seems to be 
improving. 


Barling, G.: Remarks on Delayed Tetanus. Brit. 


M. J., 1916, i, 337. 

Three cases are reported in which the incubation 
period varied from 50 to 53 days. In most of the 
cases the original wound had apparently healed 
before the onset of tetanus. The cause of the pro- 
longed incubation period is unknown, although 
several theories are advanced. At least two of the 
patients reported had prophylactic doses of anti- 
tetanic serum, which may have inhibited the 
growth of the organisms or neutralized all of the 
toxin available during the first days after the receipt 
of the wound. In several of the cases a lowering 
of resistance seemed to precede the onset of the 
tetanus. J. H. SKILes. 


Abercrombie, R. G.: The Treatment of Tetanus. 
Brit. M. J., 1916, i, 339. 


Four cases are reported in full. The effectual 
daily dose would appear to be 10,000 to 12,000 
units. This may be given twice a day in critical 
cases. The major portion of this dose should be 
given intravenously, subcutaneous injections being 
also used to maintain the effect. Intrathecal injec- 
tions should be given daily or at such intervals as 
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the symptoms demand. The dosage must be 
reduced gradually in order to prevent relapse. 

All will agree as to the desirability of vigorous 
treatment of soiled wounds as a preventive of 
tetanus; but when once the disease has declared 
itself, operative surgical interference with the 
surface of the wound, although recommended by 
several authorities, is a proceeding accompanied 
by considerable danger. Protective inflammatory 
barriers would thus be broken down exposing the 
tissues to the tetanus toxin. J. H. Sk1Les. 


SURGICAL THERAPEUTICS 


McGuire, S.: The Post-Hospital Care of a Surgical 
Patient. South M.J., 1916, ix, 251. 


The author urges the formulating of plans 
whereby surgical patients leaving a hospital will 
have their post-operative treatment superintended 
by the surgeon in co-operation with the family 
physician. Patients are not immediately cured 
after operation, and they need varying lengths of 
time to return to normal after their disease has been 
rectified from a surgical standpoint. The patient 
cannot be trusted to safeguard his own interest 
during this time, for the knowledge of the laity 
on medical subjects often seems to be in inverse 
proportion to their intelligence and common sense 
in everyday matters. Correspondence between 
surgeons and patients is unsatisfactory because 
the patient usually fails to give important facts 
and often either overexaggerates or underestimates 
his symptoms. 

In the author’s opinion the best results in following 
up post-operative cases will result from the co-oper- 
ative efforts of the surgeon, family physician, and 
patient. The plan he suggests is somewhat as follows: 

The patient, on leaving the hospital, is given a 
form covering the general points that will be of 
interest to him in his post-operative life with rela- 
tion to his definite operation. He is told to report 
to his family physician for tonics, hypnotics, and 
cathartics. A description of the operation and 
operative findings is sent to the physician and full 
explanation of the case is made to him so that he 
will be able to intelligently direct the patient in 
his post-operative care. 

The author finds that about 90 per cent of the 
ordinary hospital cases can be covered amply with 
regard to their post-operative care by instructions 
on about 12 different types of blanks, depending 
on the character of the operation. In about to 
per cent of cases it is necessary to enlarge on these 
instructions personally. Harry G. SLOAN. 


SURGICAL ANATOMY 


Wood, F. C., and McLean, E. H.: The Effect of 
Phloridzin on Tumors in Animals. J. Cancer 
Research, 1916, i, 49. 

Following the report of Benedict and Lewis in 

1914 of the cure of malignant tumors in rats by the 


induction of diabetes with phloridzin, the ex- 
periments here described were undertaken by the 
authors for the purpose of ascertaining to what ex- 
tent the results of Benedict and Lewis could be du- 
plicated in large series of animals bearing the tumor 
with which they had worked, as well as in animals 
bearing other types of neoplasms. 

The tumors used in these experiments were the 
Buffalo rat sarcoma, Crocker Fund sarcoma No. 
180, and seven spontaneous mammary carcinomata 
of mice. 

Among the mice bearing spontaneous tumors 
and Crocker Fund mouse sarcoma No. 180, they 
found no cases of absorption of the tumors under 
treatment. The slightly slower growth occurring 
in some of the treated animals bearing No. 180 
they believe cannot be considered as due to the 
treatment, as the difference was not so great as often 
occurs in untreated animals from the normal 
variability of growth of this tumor. Ulceration, 
which is also more frequent among the treated 
animals, probably on account of the poor nutrition 
of the host, must be considered, they state, as a 
factor when comparison is made between the size 
of the treated and of the control tumors. 

The Buffalo rat sarcoma showed a much smaller 
percentage of absorption among the treated animals 
than among the controls, 37 per cent as compared 
with 58.4 per cent, and in the majority of the ex- 
periments carried out by the authors the growth 
among the treated animals was much more vigorous 
than that among the controls. 

Considering the very great variability of growth 
of the Buffalo rat sarcoma, as well as the high per- 
centage of cases of spontaneous absorption occurring 
constantly, but with great irregularity, in different 
series of animals, the futility of using this tumor for 
therapeutic experiments or of basing conclusions 
upon such investigations, the authors believe, is at 
once evident, and any “‘cures”’ obtained in work with 
the Buffalo rat sarcoma must be ascribed to spon- 
taneous absorption rather than to the effect of the 
therapeutic agent. GeorceE E. Betsy. 


Uffreduzzi, O.: Contributions to the Experimental 
Surgery of the Mediastinum (Excluding the 
Heart). Am. Med., 1916, xxviii, 89. 


Uffreduzzi reviews the various methods of op- 
erating upon the mediastinum through the pleura 
and the various positive and negative pressure ap- 
paratus. He describes an apparatus which is a 
modification of the Meltzer-Auer apparatus which 
he believes has the advantage of preventing the 
reflex of ether in the respiratory tract and of per- 
mitting the use of oxygen instead of atmospheric 
air, and of being applicable even to a positive- 
pressure mask in case intubation should eventually 
fail or be contra-indicated. With the aid of this 
device the author has been able to perform a large 
series of experiments upon dogs in which extensive 
operations were performed upon the cesophagus, the 
thoracic aorta, the thoracic duct, the pulmonary 
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The elastometer. (Schwartz.) 


artery, superior and inferior vena cave and the 
vagi and the intercostal nerves. 

With an experience of more than 300 narcoses in 
which the author has used this type of apparatus, 
he states that the method of narcosis is not only 
excellent but is attended with the lowest mortality 
of any method that can be applied to animals. 
He states that he has never had a death during the 
narcosis that could be ascribed to the method even 
when the anesthetic was prolonged for several 
hours, that the opening of both pleura is perfectly 
tolerated, that post-operative pneumonia is very 
rare, and that with this method one is able to work 
with almost no respiratory movement. 

GeEorGE FE. BEILBy. 


Schwartz, A. B.: The Clinical Study of @dema 
by Means of the Elastometer. Arch. Jni. Med., 
1916, xvii, 396. 

The elastometer, an instrument devised by Schade 
to measure oedema, the author believes promises to 
change the study of oedema from a subjective one 
depending on the amount of pitting obtained on 
pressure, to an objective one whereby the degree of 
odema may be expressed in exact terms. The 
instrument which Schade has devised consists of a 
disk mounted on a perpendicular tactile rod which 
is placed on the skin surface, with the addition of a 
superimposed weight. The amount of depression 
caused by the sinking of the weighted disk into the 
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skin and subcutaneous tissue is graphically trans- 
ferred by a writing lever to a revolving drum, making 
a characteristic curve. Surrounding this tactile 
disk, which measures the elasticity, is a set of three 
similar tactile disks, which rest on the surrounding 
skin surface, and indicate by a separate lever on 
the revolving drum any movement of the central 
disk other than that caused by the addition or re- 
moval of the weight. This line is known as the con- 
trol line, and must be straight in order to have the 
record of any value. Thus, faulty curves caused by 
disturbing factors can be eliminated by observing 
the control line. 

Schwartz believes that with the use of this instru- 
ment, the elastometer, the study of oedema will be- 
come a more accurate one, although he thinks that 
with the present instrument the expression of 
cedema in mathematical terms is not deemed ad- 
visable, but that the character of the curves, to- 
gether with the deficiency of return to the base line, 
would permit an approximate estimation of the 
intensity of an oedema. 

Furthermore, he states that the instrument makes 
possible the recognition of slight degrees of oedema 
which heretofore could not be detected. Persistent 
evidence of elasticity loss, despite the disappearance 
of other signs in patients with nephritis or endocardi- 
tis, Schwartz believes, indicates the advisability 
of more prolonged observation in cases of this charac- 
ter. GEORGE I. BEILBy. 


Ewing, J.: Pathological Aspects of Some Problems 
of Experimental Cancer Research. J. Cancer 
Research, 1916, i, 71. 

The numerous experiments that have been con- 
ducted in this field seem to the author to point to 
the necessity of regarding all forms of neoplasms as 
specific diseases, connected only by the fact that they 
are neoplastic in greater or less degree, but differing 
in their etiology, clinical course, and therapeutic 
possibilities. The habit of regarding cancer as a 
protean disease of:uniform significance, the author 
believes may well be abandoned in the interests 
of progress, and when cancer research properly oc- 
cupies itself in the study of the distinctive features 
of different cases of malignant disease, especially, 
he states, when it abandons the idea of a universal 
cure for cancer, it will be in accord with sound path- 
ological sense. It will then not be necessary, he 
thinks, to talk wisely to the public about the ob- 
scurities of cancer etiology, or to speculate about 
why cells grow lawlessly. Concerning the ultimate 
nature of neoplastic overgrowth, he says, we shall 
never have more than a descriptive knowledge. 

GrorceE E. BrILsy. 


Haskins, H. D.: The Uric Acid Solvent Power of 
Urine After Administration of Piperazine, 
Lysidin, Lithium Carbonate, and Other Alka- 
lies. Arch. Int. Med., 1916, xvii, 405. 


In a recent paper Haskins reported the results of 
an investigation of the uric acid dissolving power of 
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hexamethylenamine. He showed that the mode of 
action of that drug was quite different from that 
of the rest of those substances which have been 
classed as “uric acid solvents.’ He states that 
these latter, if they act-at all as solvents, do so by 
virtue of being basic substances. His purpose in 
this paper is to report an investigation of the solvent 
power of the most important members of this class. 

The organic compounds which he studied were 
piperazine and lysidin which are amine derivatives, 
and the nitrogen of their molecules imparts to these 
substances a basic character so that they combine 
with acids. These substances are supposed to 
form salts with uric acid which are very soluble. 
The other compounds which he studied were 
lithium carbonate, sodium citrate, and sodium 
bicarbonate, which are supposed to act as alkalies 
to uric acid forming lithium and sodium urates 
which are quite soluble. The conclusions which 
the author forms from his study are as follows: 

1. Piperazine can cause the urine to dissolve an 
increased amount of uric acid, and this effect is most 
marked if sodium citrate or bicarbonate be also 
given and if diuresis be avoided. 

2. Lysidin can act as a uric acid solvent but is 
not a practical therapeutic agent because of the large 
doses required. 

3. Lithium carbonate is a uric acid solvent if 
large enough doses are used, but is unsafe and pos- 
sesses no advantage over sodium citrate or bicar- 
bonate. 

4. Sodium citrate and bicarbonate are reliable 
and satisfactory uric acid dissolving agents when 
given in such dosage as to keep the urine alkaline. 

GEORGE E. BEILBy. 


RADIOLOGY 


Bacmeister, A.: The Results of Combined Mer- 
cury-Lamp and Deep X-Ray Treatment of 
Human Lung Tuberculosis (Die Erfolge der 
Kombinierten Quarzlicht-Roentgentiefentherapie bei 
der menschlichen Lungentuberkulose). Deutsche 
med. Wchnschr., 1916, xlii, 99. 


The favorable results obtained in deep X-ray 
treatment of experimentally produced tuberculosis 
of the lung in animals have justified the extension of 
this method to the human subject. Kuepferle has 
recently reported on 44 cases in different stages 
treated by deep X-ray. In 19 cases in the first 
stages he got good results; he also got good results 
in 14 partly disseminated partly confluent cases; 
no permanent improvement was observed in 11 
cases in the third stage. 

Bacmeister’s experience is confined to 20 cases of 
stationary to latent phthisis, subjected to one 
month’s treatment. In 9 of these all symptoms 
have disappeared and in the others there were 
good results. 

In a second group with fever, and with chronic 
progressive symptoms, but without caseous exudate, 
he-counts 10 clinically cured patients. Of 23 patients 


of this group in which there was no complete cure, 
19 have been much improved. 

Bachmeister abstains from the treatment of 
patients with high fever and rapidly progressive 
symptoms. As in the case of animals Bachmeister 
thinks that the good effects of the X-ray treatment 
is not due to any effect on the bacillus, but to the 
effect on the granulation tissue which is destroyed 
and replaced by cicatricial tissue. He thinks that 
combined with hygienic measures roentgen therapy 
combined with mercury-lamp treatment of lung 
tuberculosis has proved itself a valuable method in 
the limited number of cases in which it has been 
applied. W. A. BRENNAN. 


Kuepferle and Bacmeister: Experimental Grounds 
for Treatment of Lung Tuberculosis by X-Rays 
(Experimentelle Grundlagen fuer die Behandlung 
der Lungentuberkulose mit Rontgenstrahlen). 
Deutsche med. Wchnschr., 1916, xlii, 96. 


The authors instituted a series of experiments to 
determine the effect of hard filtered X-rays on 
experimentally produced lung tuberculosis in rab- 
bits. The conclusions which they draw from these 
experiments are that a beginning experimental 
tuberculosis of the lungs may be suppressed, and 
an established tuberculosis may be healed. 

The effect of the raying is to transform rapidly 
growing tuberculous granulation tissue into cicatri- 
cial tissue. It has no effect on the tubercle bacillus. 

Small doses of rays at long intervals have little 
effect; very large dosage, without sufficiently long 
reaction intervals, may give rise to bronchitis and 
bronchopneumonia. 

In animals a dosage of 20 to 23 at 3 to 5-day 
intervals effected healing. The mercury-lamp had 
no direct influence on lung tuberculosis. 

On the basis of their experimental findings, the 
authors have introduced X-ray therapy for lung 
tuberculosis in the Freiburg Medical Klinic. 

W. A. BRENNAN. 


Hammes and Schoepf: Exact Localization of 
Foreign Bodies by Means of Roentgen Rays 
(Zur genanen Localization von Fremdkoerpern 
mittels Roentgenstrahlen). Deutsche med.Wchnschr., 
1916, xlii, 252. 

The authors describe the technical details of an 
apparatus to put into practice results obtained from 
certain mathematical equations which give the 
position of a foreign body located in the body. They 
claim that location can be obtained in a few minutes 
and that probably their method is superior to the 
many procedures described by others. 

W. A. BRENNAN. 


Wintz, H. and Baumeister, L.: The Proper Filter 
for Deep Roentgen Therapy (Das zweckmaessige 
Filter der Roentgentiefentherapic). Muenchen med. 
Wchnschr., 1916, \xiii, 189. 


The authors made a series of experiments to 
determine what was the best material and most 
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suitable thickness of a filter for deep roentgen 
treatments. Experimentation with various metals 
showed that the most favorable results were ob- 
tained with an aluminum filter 3 mm. thick and 
with a zinc filter o.5 mm. thick. 

To obtain an equal dosage on the skin with alu- 
minum and zinc filters the exposure in the case of 
zinc must be three to three and one-half times as 
long as with aluminum; but at a depth of 8 to ro cm. 
the ratio is reduced to 1:2. At this depth when using 
the thicker zinc filter by doubling the strength of 
the rays, the same dose can be received on the skin 
as with the thinner aluminum filter. The advan- 
tage is that a dosage which with an aluminum filter 
would reach the erythema limit may be doubled by 
using a zinc filter. The authors prefer the zinc filter 
to any other. W. A. BRENNAN. 


Case, J. T.: Roentgen Treatment of Deep-seated 
Cancer. Physician & Surg., 1915, xxxvii, 442. 

Case states that in general it must be admitted 
that the X-ray treatment of deep-seated carcinoma 
has not up to the present time gratified the fond 
hope with which the discovery of this method was 
so fervently greeted. 

In superficial carcinoma where there is deep 
ulceration with involvement of the neighboring 
glands, etc., a very thorough-going preliminary pre- 
operative roentgenization should be administered. 
On the ninth or tenth day a radical operation should 
be performed followed later by another X-ray treat- 
ment. By combining roentgenization with surgical 
intervention one is most likely to insure good results. 

Discussing the question as to whether operable 
carcinoma shall be treated by irradiation or opera- 
tion, Case states that the results which have thus 
far followed roentgentherapy of deep-seated malig- 
nant affections do not warrant the belief that 
roentgentherapy affords a means of cure in these 
deep-seated lesions. In the light of our present 
knowledge it may be stated as an axiom that the 
X-ray method should never replace or in any way 
interfere with the surgical treatment of cancer. 

In looking over the literature of competent 
authors it is seen that in about 25 to 30 per cent of 
the cases of uterine carcinoma, the results of roent- 
gentherapy are very satisfactory from a palliative 
standpoint; but as yet Case has not seen an instance 
of definitely proven cure of pelvic cancer following 
the application of roentgentherapy. 

In mammary carcinoma good palliative results 
are nearly always the rule. 

The good palliative results which have followed 
the X-ray treatment of recurrences and inoperable 
cases warrant the adoption of post-operative 
X-ray treatment as a routine in malignant cases. 

The treatment should be applied as soon as 
possible after operation and as thoroughly as though 
the disease was still present in its entirety. 

Case’s technique in operable cases is to submit 
the patient eight or ten days before operation to 
cross-fire filtered rays in full dose in as many areas 
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as possible. Ten days after operation the patient 

is again submitted to a further series of treatments 

administered as though the tumor were still present. 
Hows E. Porter. 


Hanford, C. W.: Some Radium Physics. Chicago 
M. Recorder, 1916, xxxviii, 143. 


The author states that the high aim of the radio- 
therapist should be to direct the radium rays to 
the deep tissues where the disease is located, with 
the least injury to the healthy structures; and that 
in many instances where results have not been 
obtained from their application, failure may be 
traced to a lack of knowledge of certain physical 
facts that had not been observed by the operator. 
A number of examples are given, such as where 
a tube of radium has been used supposed to con- 
tain a given amount of radium element, is tested 
after repeated failure, and found to contain only a 
very small amount, entirely inadequate for the 
purpose. Methods are reviewed which if carefully 
observed will save the operator from such errors. 

W. S. NEWcoMET. 


Wood, F. C., and Prime, F., Jr.: The Action of 
Radium on Transplanted Tumors of Animals. 
Ann. Surg., Phila., 1915, Ixii, 751. 

The opinions, based chiefly on clinical reports, 
of the therapeutic value of radium in the treatment 
of malignant growths have differed greatly. 
Whether the £- or the y- rays are the most efficient 
in treating tumors, or whether both should be 
employed, are questions still undecided. For these 
and other reasons, the authors carried out a number 
of experiments in the Columbia University to deter- 
mine the biologic action of radium, using animal 
tumors as an index of the lethal effect. Rat and 
mouse tumors of various types were used, among 
them the Ehrlich spindle-cell mouse sarcoma, and 
the Flexner-Jobling rat carcinoma. They were 
treated either after removal from the host or in situ, 
strict asepsis being observed. After exposure to 
the B- and y- rays, portions of the treated tumor, as 
well as untreated fragments, were inoculated with 
animals of the same strain. A-rays were not used. 

These results are claimed by the authors from 
their experiments: 

1. Three factors only are important in the action 
of radium on tumors: time of exposure, amount of 
the radium element, and distance between the radi- 
um tube and the tumor tissue. 

2. The removal of the B-rays diminishes the 
effect of the radium, but the effect of the y- rays is 
in accordance with the same general law which 
governs the f-rays. 

3. Sublethal exposures hinder the growth of 
tumor cells for some time, while still shorter treat- 
ments seem to stimulate the cellular activities. 

4. The facts derived from the experiments regard- 
ing the quantity of radium element and the time of 
exposure necessary for a given distance may be 
applied, with reasonable accuracy, to human malig- 
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nant tumors. These experiments show that when 
only pure y-rays are used the necessary exposure is 
eight times as long as that required when the y- 
and hard f-rays combined are employed; but as 
the latter are largely absorbed by 1 cm. of tissue, the 
y-rays alone must be used for all deep work. 

5. The effect of radium radiations on tumor-cells 
in vitro is less marked than on isolated cellular ele- 
ments. This explains the fact that an exposure 
which will destroy a small metastatic nodule in man 
is quite ineffective in the case of a well vascularized 
primary carcinoma. Hous E. Potter. 


Quigley, D. T.: Therapeutic Effects of Radium. 
J .-Lancet, 1915, Xxxv, 653. 

Quigley thinks that in ordinary cases of cancer, 
such as cancer of the breast, etc., the best plan is 
to operate when operation is possible and use 
radium as an after-treatment to kill out such cells 
as may be missed by the knife and thereby lessen 
the chances for recurrence. He believes the great 
future for radium is as a post-operative treatment. 
The question with relation to radium in cancer is 
not, Will radium supplant surgery in these cases? 
but, Will our surgical results be bettered by using 
radium in conjunction with surgery? 

Hous E. Potter. 


McConnell, A. A.: A New Medium for Pyelography. 
Med. Press & Circ., 1916, ci, 238. 

For some years collargol, a colloidal silver prepara- 
tion, has been the medium most used for pyelog- 
raphy, and although other substances have been 
tried, as iodide of silver, none have proved so gen- 
erally satisfactory. 

Since the war, however, collargol has become 
most unprocurable, and McConnell in seeking a 
substitute in the English and American markets, 
failed to find anything but silver iodide, which, 
in his hands, did not give as satisfactory results. 
He therefore consulted Professor Caldwell of the 
Royal College of Surgeons, Ireland, asking him for 
a salt opaque to X-rays, harmless to the kidney, 
and capable of being injected through a ureteral 
catheter. Professor Caldwell was able to meet 
this request and supplied him with an entirely new 
bismuth compound to which the provisional 
name skirol is given. ‘This is a non-irritating sub- 
stance, has the consistency of milk, and is washed 
out ef the renal pelvis by the urine before precipita- 
tion takes place. McConnell uses a 10 per cent 
solution, and has obtained better pictures than any 
he has obtained with collargol. It has not caused 
irritation in any of his patients. Moreover, he 
found that it disappeared from the pelvis more 
rapidly than collargol. Collargol has been found 
to remain in the renal pelvis from one to several 
weeks, while in some cases in which skirol was used, 
radiographs taken one or two days after the injec- 
tion showed no shadow. 

The technique is as follows: ‘The patient is placed 
on the roentgen table, the ureteral catheter is 
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introduced up to the renal pelvis, the X-ray plate 
is adjusted, and preparations made to take a pic- 
ture. The skirol solution is then allowed to flow 
into the ureteral catheter by gravity, from a con- 
tainer which is held not more than 12 inches above 
the level of the kidney, until the patient announces 
that some pain is felt in the kidney. At that in- 
stant the injection is stopped and the roentgeno- 
gram is taken. Then the fluid is allowed to run 
out and the catheter is removed. 
Davin C. Straus. 


MILITARY SURGERY 


Mott, F. W.: The Effects of High Explosives upon 
the Central Nervous System. Lancet, Lond., 
1910, CXC, 331. 

The author describes three groups of cases in 
which the nervous system was injured by explosives: 
(1) immediate death from a missile; (2) injuries 
from high explosives which cause wounds, but are 
not fatal; (3) injuries of the central nervous system 
without visible injury. To the latter group must be 
added those cases which develop functional neuroses 
and psychoses. 

The third group of cases is the one specially dealt 
with in this paper. Several theories are elaborated 
as to the possible causation of these intangible 
injuries to the nervous system: (1) Increased 
pressure in the cerebrospinal fluid may be the causa- 
tive factor in these injuries. (2) Nerve-cells in a 
state of exhaustion are much more susceptible to 
shock than nerve-cells in the normal state. This 
fact may account for sudden death from the explo- 
sion of a shell without physical injury. (3) The 
sudden change in atmospheric pressure brought 
about by the explosion of a shell may result in the 
freeing of gas bubbles in the nervous tissues causing 
a similar condition to that found in caisson disease. 

These theories are merely advanced by the author 
in a preliminary way and the discussion is to be 
continued. J. H. Skies. 


Gunshot 
Boston M. & S. J., 


Vincent, B., and Greenough, R. B.: 
Wounds of the Soft Parts. 
1916, clxxiv, 153. 


Vincent and Greenough at the American Ambu- 
lance, at Neuilly-sur-Seine, report 318 cases of 
injuries of soft parts by missiles such as shrapnel 
balls, rifle bullets, or shell fragments. The wounds 
were of every kind: lacerated penetrating, perforat- 
ing, or wide surface abrasions. When received at 
the American Ambulance a majority of the cases 
were from twenty-four to seventy-two hours old 
and were with few exceptions septic. On entering 
the hospital the patient was given a general anes- 
thetic. The operation was devoted primarily to 
cleaning the wound and making free drainage. 
The wounds were enlarged as much as the extent 
of the infection required. The crushed edges of the 
wound and all the necrotic tissue were excised. 
All foreign’ material was removed. While no par- 
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ticular search was made at this time for missiles, 
for fear of spreading the infection to uncontaminated 
tissues, they were often discovered and removed. 
Pieces of clothing were often found just beyond or 
wrapped around the missile. When pieces remained 
in the tissues the course of sepsis was always pro- 
longed. The use of rubber tissue for wicks and as a 
protective covering for raw surfaces prevented the 
gauze dressings from adhering to the wounds and 
saved the patients much suffering. Some of the 
most septic wounds were given continuous irriga- 
tions of sodium-hypochlorite solution, others had 
wet dressings that were frequently changed. Sec- 
ondary sutures were done with good results in cases 
with extensive granulating surfaces. 

The means of localization most frequently em- 
ployed were the fluoroscope, X-ray plates, and the 
Bergonier electromagnet. The magnet was operated 
with an alternating current in such a way that the 
shell fragment was put into rapid vibration. By 
placing a hand on the skin between the magnet and 
the foreign body the place of maximum vibration 
was noted and an incision made at that point. The 
method could be applied to missiles in the soft parts 
only and not too distant from the skin. The extrac- 
tion of a missile was often facilitated by the use of an 
ordinary electromagnet. A metal probe with its 
outer end resting against the magnet was inserted 
into the wound till it touched the piece of metal. 
The magnetized probe would in turn attract the 
missile which was withdrawn with the probe from 
the wound. This method was employed success- 
fully by Cushing in removing fragments of shell 
from the brain and by Blake on a piece of shell 
buried deep in the pleural cavity. 

For routine work the fluoroscope proved the most 
rapid, accurate, and economical means of localizing 
lodged missiles. 

In certain cases where the fragments were small 
and numerous or because of an absence of symp- 
toms, the missiles were left in situ. A. H. Hrxson. 


Weinberg, M.: Bacteriological and Experimental 
Research on Gas Gangrene. Lancet, Lond., 
1916, cxc, 622. 


The work reported was first undertaken in the 
British Hospital at Versailles, September,1914, during 
the battle of the Marne, and was conducted later 
in a number of hospitals, both French and British. 
The majority of surgeons seemed to have a confused 
idea of the nature of gas gangrene at the beginning 
of the war, and the tendency seemed to be to diag- 
nose the condition every time a bad wound became 
infiltrated rapidly with gas. Two forms of gas 
gangrene are described: (1) the classic and (2) the 
toxic form. 

In describing the classic form the author gives 
the details of a case as follows: A soldier was ad- 
mitted to the hospital twenty-four hours after 
being wounded. The foot and two-thirds of the 
leg were very much discolored; the discharge emitted 
a putrid odor. The leg and thigh were swollen as 


far as the junction of the middle and upper third; 
the veins were distended; the skin bronzed; and 
there was crepitation on palpation around the 
wound. The temperature was 102.5° F. A few 
hours later crepitation extended over the entire 
leg and thigh, and large blebs containing dark fluid 
were scattered here and there on the surface. 
The temperature rose to 104° F. Amputation was 
done in the middle of the thigh; the gangrene spread 
to the body and neck, and death occurred at the 
end of the second day. Dyspnoea was marked two 
hours before the end. 

The development of some cases of this classical 
form was not always as rapid as in the foregoing 
case, because the microbe chiefly answerable was of 
a low degree of pathogenicity, and in such mild 
cases radical surgery often saved the patient. 

The toxic form is characterized by extensive 
oedema, sufficient in some cases to mask the gas in- 
filtration. This form is illustrated by the follow- 
ing case: A patient was admitted to a French 
hospital forty hours after he was wounded, having 
been exposed twenty-four hours between the French 
and German lines after the receipt of the injury. 
There was a wound in the middle third of the fore- 
arm. Gas crepitation around the wound was 
slight but extensive oedema was present up to the 
middle of the arm and the veins were prominent. 
In spite of free incisions and irrigation with oxygen 
peroxide, the oedema extended to the shoulder 
and chest and death occurred twenty-four hours 
later without the appearance of much crepitation. 
There was a putrid odor which was not necessarily 
a symptom of the case and it bore no relation to its 
gravity, since it might have been due to organisms 
of a low pathogenesis which were present. 

The author exhibited some microphotographs of 
culture fields from cases which showed a variety 
of organisms, including bacilli perfringens, staphy- 
lococci, streptococci, and diplococci; also bacillus 
sporogenes. 

It seemed that gas gangrene was not due to any 
one specific micro-organism. ‘There is great dif- 
ficulty in distinguishing bacillus perfringens from 
vibrion seplique (malignant oedema), and the toxins 
must be tested with antitoxic serum. Bacillus 
perfrigens produces a large quantity of gas while 
vibrion septique produces less. A bacillus oedematis 
had also been found in some cases, the toxins from 
which, when injected subcutaneously in guinea, pigs, 
produced a rapidly extending oedema. This microbe 
was frequently associated with bacilli sporogenes. 
Weinberg emphasizes his belief that there is no 
flora peculiar to gas gangrene. A new microbe, 
bacillus fallax, causing gas gangrene has lately been 
discovered, when and by whom is not stated. Some 
of the organisms found in the flora of gas gangrene 
emanate from the air, others are of intestinal origin. 
Attempts to make hamocultures have not been suc- 
cessful and they were rarely positive in the septic 
form of the disease. The very rapid course of 
gas gangrene in men and animals is thought to be 
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due to individual susceptibility. Careful observa- 
tion and experiment have shown that gangrene of a 
limb is not always the result of gas-producing organ- 
isms, but complete obliteration of the vessel may 
arise from non-gas-producing organisms. It is 
interesting to note that gangrene of a limb following 
stoppage of the blood supply affords favorable con- 
ditions for the growth of gas-producing microbes. 

To prevent gas gangrene, wounds should be 
treated early and radically. The diminution in 
the number of cases occurring now, as compared to 
the earlier period of the war, is due to the well- 
developed transport facilities which enable the 
relief corps to remove the wounded from the fight- 
ing front to casualty hospitals in a few hours. The 
wounds should be opened as widely as possible at 
once. Large projectiles and particles of clothing 
having been removed, the wound should be irrigated 
with weak antiseptics and the irrigation should be 
often repeated. Good results are also obtained by 
the use of superheated air and intravenous injec- 
tions of salvarsan. Injection of polyvalent serum, 
made from all the organisms concerned, was also 
considered helpful. 


Moynihan, B.: The Treatment of Gunshot 


Wounds. Brit. M.J., 1916, i, 333. 


The treatment of gunshot wounds in the present 
war has become greatly complicated by several 
factors: (1) The wounded soldier usually lies for 
many hours or even days before he can be removed 
to the field hospital. (2) The modern high-velocity 
projectile causes explosive destruction of tissue 
resulting in a large, deep, ragged wound, which is 
always infected. (3) The battlefields have been so 
intensely cultivated that the ground contains many 
virulent organisms with which the bodies and cloth- 
ing of the men are sure to become contaminated. 
(4) The hygiene of the soldier is necessarily very 
poor. In some instances clothing has been worn 
continuously for several months. This results in a 
filthy condition of the person, which, together with 
his general run down condition, naturally leads to 
contamination of the wound. 

The treatment of a wound therefore usually has 
to do with the combating of infection. A wound 
which is treated early may be excised or treated 
with some strong antiseptic, but these early wounds 
are in the minority. 

The treatment of an infected wound should be 
very thorough, the entire field being thoroughly 
cleansed and adequate drainage secured. Many 
antiseptic solutions have been tried, the one which 
has given the most satisfactory results being Dakins’ 
solution. Dakins’ solution is made from bleaching 
powder forming calcium hypochlorite. It is a very 
effective antiseptic and does not apparently injure 
the tissues. Continuous application of the fluid to 
the wound is secured by continuous irrigation or by 
keeping gauze wicks soaked by immersing the ends in 
a dish of the solution. Sufficient drainage should 
be insured. 


No gauze dressings or impermeable material 
should be placed over the wound, as a close covering 
tends to dam up the secretion. 

The hypotonic salt solution of Wright is highly 
recommended to induce lymph lavage. Morrison 
and Tullock have advised the use of a solution of 
magnesium sulphate in place of sodium chloride. 
Out-door treatment and plenty of fresh air often 
work wonders in hastening the recovery. 

The use of vaccines is still a matter of controversy, 
but there are undoubtedly selected cases in which 
they do much good. J. H. Skies. 


Carrel, Dehelly, and Dumas: Secondary Closing 
of Wounds. Brit. M. J., 1916, i, 211. 


The authors presented a paper at the Paris 
Academy of Medicine in January on the results of 
the early closing of war wounds that have been 
treated with the sodium hypochlorite solution pre- 
pared after the Dakin formula. They conclude 
that the secondary closure of wounds in from four 
to ten days is a general method of great value. 

Free incision of wounds as done formerly for 
exploration, the removal of foreign matter, and the 
use of drainage act as a drawback, since they prolong 
the treatment and cause an undue amount of 
cicatrization. The latter fills the spaces between 
the muscles, aponeurosis, and skin, which ends in 
adhesions and contractions, thereby hindering func- 
tion. To avoid this, treatment by the Dakin solu- 
tion permits the surgeon to bring the anatomical 
surfaces of a wound together by layers in the sec- 
ondary closing of the wound, just as he does in a 
primary operation. When brought together early, 
connective tissue has not had time to form unduly; 
it is reduced to a thin sheet which does not seriously 
interfere with muscular movements. 

The authors open up all wounds primarily, enough 
to admit of careful exploration, cleansing, and 
hemostasis. The hypochlorite solution is instilled 
constantly for several days by the technique already 
recommended by them in previous reports. As 
soon as the daily bacteriological examinations in- 
dicate the disappearance of bacteria the wound is 
closed, usually in four to ten days. In those 
wounds that remain uninfected the tissues are un- 
altered in the course of the antiseptic treatment, 
and the authors find that the wounds thus treated 
unite by first intention, as is observed in operative 
wounds. ‘The tissues should always be brought into 
exact apposition with adhesive strips 2.5 to 5 cm. 
broad. If the skin becomes adherent to the sub- 
jacent structures and granulation tissue has filled 
the intervening space the skin is loosened from the 
edges of the wound, the granulations curetted, and 
the parts including the skin are then brought into 
apposition with sutures. This procedure hastens the 
rate of recovery, avoids stiffness and atrophic changes. 

M. Quénu and M. Bazy believe that good surgical 
technique and irrigation are of more importance 
than the employment of sodium hypochlorite as an 
antiseptic. L. A. LAGARDE. 
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Bérard, L., and Lumiére, A.: Some Elementary 
Rules Relative to the Treatment of Suppurat- 
ing Wounds in War (Quelques préceptes élémen- 
taires relatifs au traitement des plaies de guerre 
suppurées). Rev. de chir., 1916, xxxiv, 445. 

The authors call attention to the difference in 
the condition of projectile wounds in the recent 
period of the European campaign, where the fight- 
ing was in the trenches, and that of the early period 
when the war was one of movement and projectile 
wounds were mostly uninfected. 

The suggestions which the authors formulate in 
the care and treatment of suppurating wounds are: 
(1) the removal as quickly as possible of all foreign 
bodies; (2) the draining as early as possible of in- 
fected tracts, and the discharging of purulent 
collections by large incisions and very large drains; 
(3) the treating of all wounds antiseptically, using 
hypochlorites preferably, especially the mixture of 
chloride of lime and boric acid; (4) the frequent 
changing of dressings and preventing the adhesion 
of pieces of the dressings to the wounds; (5) never 
to uselessly injure wounds; (5) to use humid dress- 
ings only occasionally in particular cases, renewing 
them quite frequently. A. Goss. 


Dalton, F. J. A.: Sodium Hypochlorite in the 
Treatment of Septic Wounds. Brit. M. J., 
1916, i, 126. 


Dalton on the British hospital ship Rewa, in- 
vestigating the value of sodium hypochlorite in the 
treatment of septic wounds, reports a series of 57 
cases. The results obtained were uniformly excel- 
lent and there was an absolute unanimity among the 
members of the medical staff in the hospital ship 
in the preference for hypochlorite solution in the 
irrigation of infected wounds. Wounds were en- 
larged, counteropenings made, bone fragments and 
foreign bodies removed, etc., and thorough irrigation 
instituted with large quantities of hypochlorite 
solution. Rubber tubes were then inserted, and 
gauze strips packed into all parts of the wound. 
The ends of the rubber tubes were brought out 
through the dressings that the hypochlorite solution 
might subsequently be renewed by means of a 
syringe. Fresh hypochlorite solution was applied in 
this way every two hours in the severe cases. In 
the worst cases the gauze strips were removed after 
twenty-four hours, in slight wounds they were left 
in three or four days, the wounds cleaning up with 
simply spraying fresh solution into the tubes. 

Dalton points out the following advantages ob- 
served in the employment of the sodium hypochlorite 
solution when properly prepared according to the 
Dakin formula: (1) The simplicity and cheapness of 
preparation of the antiseptic. (2) Being non-toxic 
and non-irritating to the tissues it may be used with- 
out ill effects in large quantities over long periods 
of time. (3) The deodorant action of the solution 
isremarkable. (4) The rapidity with which sloughs 
separate and clean granulation tissue is formed. 
(5) The infrequency of dressing required. (6) The 


fact that injections of the hypochlorite solution into 
the rubber tubes used in the dressings may with 
safety be entrusted to very imperfectly trained or- 
derlies without fear of ill results, once the case has 
been adequately dealt with by the surgeon. 

A. H. Hixson. 


Health of Armies in Peace and War. Lancet, Lond., 
1916, CXC, 517. 

The annual report of the Surgeon General, U. S. 
A., for 1914 gives us a valuable means of comparing 
the health of an army during peace with that of the 
armies at war in Europe. Although the army is 
small in comparison with the armies engaged in the 
gigantic struggle abroad, it is sufficiently large to 
give valuable data. 

Of the 88,000 men, 41 died of tuberculosis, 15 
each from pneumonia and chronic heart disease, 
10 from cancer—ratios which correspond with those 
of other armies during years of peace. The in- 
fluence of vaccination against smallpox and typhoid 
fever is well shown. Among the 88,000 men there 
were 7 cases of smallpox, with one death, and 3 
cases of typhoid fever, with no death. 

The principal causes of admission to sick report 
were alcoholism and venereal disease, although these 
are showing a marked diminution in the last 
decade. 

The Paris correspondent of the Lancel in a recent 
letter writes on the sick-rate of the French army 
at the front and shows that the more serious infec- 
tious diseases of civil life, such as scarlet fever and 
diphtheria, as well as mumps and less important 
ailments, are not so prevalent in the French army 
as during peace. Typhoid has been more frequent, 
but less fatal. No reference is made to the various 
special ailments of the present war—shell shock, 
soldier’s heart, trench foot—and they may be 
intentionally omitted. The inference seems to be 
justified that the health of the French army has not 
been adversely influenced by the act of campaigning. 
Doctor Mosse of Berlin, author of a well-known 
work on disease and social position, has recently 
pointed out that diabetes mellitus and acute nephri- 
tis, often of the hemorrhagic form, are more fre- 
quent in the youthful combatants. The health of 
armies in peace and war has been conserved by the 
rules of sanitary science in all civilized countries. 
The devastations incident to cholera, cerebrospinal 
meningitis, typhus, typhoid, yellow fever, and 
malaria are now practically unknown. The sanitary 
service of the military establishments today is 
rendered efficient by drilling the medical personnel 
in the duties of health officers. It is easier and less 
expensive to prevent disease than to treat it or to 
arrest its spread. In this regard the Sanitary 
Service of the British Army has accomplished a great 
deal in the present war. Every division of the 
army has a sanitary section consisting of 26 men 
(not including army service corps men); viz., one 
officer and 25 non-commissioned officers and men. 
The officer is generally a medical officer of health 
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or one who holds a diploma in public health service 
or as a bacteriologist; some are sanitary engineers 
and even architects. 

A large number of the non-commissioned officers 
are sanitary inspectors, some hold sanitary diplomas, 
others are plumbers, carpenters, schoolmasters, 
graduates in honors from Oxford, Cambridge, and 
other universities, solicitors, chemists, and represen- 
tatives of all professions and trades. In this varied 
personnel it is not difficult to provide each section 
with a sufficient number of disinfectors, interpreters, 
carpenters, cooks, builders for the special and varied 
services in the field. ‘The work performed by these 
sections includes the bathing of troops by thousands; 
disinfection of the men for vermin, after enteric, 
cerebrospinal fever and other infectious diseases. 
Their further duties embrace disinfection of all 
clothing and blankets; purification of water; the 
drainage of farms and billets; giving instruction for 
the erection of destructors or incinerators, ablution 
tanks, grease traps, urine pits, filters, fly-traps, and 
the installation of every kind of structure or ap- 
pliance that appertains to sanitation in the field. 

After great battles, when the casualties are so 
great in numbers that the ambulances cannot deal 
with them, the personnel of the sanitary companies 
is called upon to assist in the care of the injured. 
This body of expert workers has rendered the Royal 
Army Medical Corps officers valuable assistance 
in many ways, especially in watching over the health 
and sanitation of the soldiers. 

Aside from the work of the medical corps and 
sanitary sections in warding off disease, great assis- 
tance has been derived from auxiliary bodies like 
the Red Cross. Through its assistance the mortal- 
ity among the wounded has been very much re- 
duced since its organization by Henri Dunant a 
half century ago. L. A. LAGARDE. 


SURGICAL PATHOLOGY 


Razetti, L.: Operative Mortality (La mortalidad 
operatoria). Gac. med. de Caracas, 1916, xxiii, 17. 
The author reports the results of 310 operations 
performed during a period of 22 months. The cases 
were divided into the following groups: head, neck, 
thorax, abdomen, genito-urinary apparatus, perineum 
and rectum, extremities. 

Of 310 patients operated upon, 30 died, a mortality 
of 6.67 percent. The general mortality in the surgical 
clinic was divided into two classes: the pathological 
mortality and the operatory mortality, or those due 
to accidents or complications derived directly from 
the operation itself. 

Of the 30 deaths, 16 were pathologic and 14 opera- 
tory, or a pathologic mortality of 5.16 per cent 
and an operatory mortality of 4.51 per cent. 

The cases occurred in a general hospital; the cases 
were not selected, and some of the cases were in an 
advanced stage or their general condition on ad- 
mission was very unsatisfactory. 

RAOUL L. VIORAN. 


Apert, E.: Urticaria and Pseudo-Appendicitis. 
Monde méd., 1916, xxvi, 65. 

The acute forms of urticaria and sometimes also 
the chronic, may give rise to an actual pseudo- 
peritoneal syndrome, akin to that of purpura and 
polymorphous erythema, possibly simulating appen- 
dicitis. Our present knowledge of the pathogenesis 
of urticaria enables us to understand what happens 
in such cases. 

Since the works of Richet, Artus, Lesné, Widal, 
and Joltrain, it has been known that urticaria is an 
anaphylactic phenomenon and that the cutaneous 
troubles are only the outward and visible manifesta- 
tions of sudden changes in the blood, of what Widal 
calls a “‘hemoclasic crisis,” of a splitting up of the 
blood. The pseudoperitoneal phenomena testify to 
the existence of this state. The absence of the 
local signs of acute appendicitis, the absence of rig- 
idity of the abdominal wall and of localized skin 
hyperasthesia, should prevent any confusion be- 
tween an attack of appendicitis and the pseudo- 
peritoneal attack associated with urticaria. 

W. A. BRENNAN. 


Gaucher: Unrecognized Syphilitic ‘Lesions Sur- 
gically Operated as Cancers or as Local Tuber- 


culosis (Des lesions syphilitiques mécounues 
opérees cirurgicalement comme cancers ou comme 
tuberculoses locales). Ann. d. mal. vén., Par., 


1916, xi, 153. 


Theoretically the differences between syphilitic, 
tuberculous, and cancerous lesions appear to be so 
well established that in practice there should hardly 
be an error. Nevertheless the diagnosis is some- 
times very difficult, or at least it is very inexactly 
made in a number of cases by surgeons who are 
experienced and well-informed. Errors are oftenest 
observed in chancres, gummatous infiltrations, and 
in osseous and articulatory lesions. 

The confusion of syphilis with local tuberculosis 
has very grave consequences, particularly when it is 
a question of osseous or articulatory lesions. The 
author has frequently directed attention to the 
similarity of the suppurative osteitis and the 
osteo-arthritis of hereditary tertiary syphilis and 
tuberculous osteitis and arthropathies. Suppura- 
tion is not and cannot be admitted to be a distinct 
characteristic of tuberculosis. Hereditary osseous 
syphilis can be suppurative as well as osseous tuber- 
culosis. 

Not alone in the matter of hereditary syphilis are 
errors made, but also in the white tumors in adults, 
which result from acquired syphilis and which are 
frequently treated as white tuberculous tumors and 
operated as such. 

The author mentions several cases which have 
come under his notice which corroborate his con- 
tentions. He therefore thinks that in all osseous or 
articular lesions which are apparently of tuberculous 
origin the Wassermann reaction should be looked 
for and mercurial treatment tried before surgery is 
resorted to. W. A. BRENNAN. 
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HOSPITAL, MEDICOLEGAL, AND MEDICAL 
EDUCATION 


The Duties of Medical Practitioners in Cases of 
Criminal Abortion. Brit. M.J., 1916, i, 206. 


The duties of medical practitioners in cases of 
criminal abortions are discussed in the original 
article. The question as to how far a medical 
man, who obtains in his professional capacity 
knowledge of the commission of a criminal offence, is 
in duty bound as a citizen to give information to the 
police authorities and so set the criminal law in 
action, is one which should be of great interest to 
the medical profession. 

Probably the most frequent occurrence in which 
an opportunity of this kind might arise, is that of a 
medical man called in to attend a woman upon whom 
an illegal operation has been performed; and in such 
a case under the decisions of the English Court cited 
in the article, it is safe to say that the doctor is 
under no obligation to, and indeed should not, 
divulge the information which he has obtained in 
his professional capacity; as it is of the highest im- 
portance that professional confidence should be 
respected and held inviolate. Quoting from an 
English case: ‘I doubt very much whether a doctor 
called in to assist a woman in procuring an abortion, 
for that in itself is a crime, but for the purpose of 
attending her and giving her medical advice could 
be justified in reporting the facts to the public prose- 
cutor. There might be cases when it is the obvious 
duty of a medical man to speak out and it would be 
a monstrous thing for a medical man to screen a 
person going to him with a wound which it might 
be supposed had been afflicted in the course of a 
deadly struggle.” The above is a quotation of 
Lord Brampton’s remarks before the Royal Col- 
lege of Physicians of London in 1896. 

In 1914 the English Courts had to deal with a 
case of an alleged illegal operation on a woman on 
whom three successive doctors had been in attend- 
ance. None of these doctors had given information 
to the police, and there was consequently no ev- 
idence upon which to convict the prisoner who was 


charged with having performed the illegal operation. 
The court in discussing the failure of the attending 
physician to report the matter stated: ‘‘No one 
would wish to see disturbed the confidential re- 
lation which exists between the medical man and 
his patient, but there are cases, and it appears to 
me that this is one, where the desire to preserve 
that confidence must be subordinated to the duty 
which is cast upon every good citizen to assist in 
the investigation of a serious crime such as is here 
imputed to this woman. It may be the moral duty 
of the medical man, even in cases where the patient 
is not dying, or not likely to recover, to communicate 
with the authorities when he sees good reason to be- 
lieve that a criminal offence has been committed.” 
The trend of the above decision will be noted to be 
somewhat contrary to the one previously cited, and 
holds that medical men are under the same moral 
duty as other citizens in all cases where they become 
aware of the commission of a crime, to report it to the 
authorities. The above two different opinions, 
when brought to the attention of the British Medi- 
cal Association, caused it to appoint a committee to 
confer with the Lord Chief Justice upon this impor- 
tant question. This deputation was received by the 
Lord Chief Justice on May 3, 1915, and the sum- 
mary of the resolutions passed by the Royal College 
of Physicians of London, as a consequence of said 
interview, is as follows: That a medical practitioner 
is not justified in disclosing information obtained in 
the course of professional attendance upon a woman 
without her consent, but that when he is con- 
vinced that a criminal abortion has been performed 
on his patient he should urge her, especially when 
she is likely to die, to make a statement which may 
be taken as evidence against the person who has 
performed the operation, provided always that her 
chances of recovery are not thereby prejudiced; 
and that in the event of her refusal to make such a 
statement he is under no legal obligation to take fur- 
ther action; that in the event of the patient dying 
he should refuse to give a certificate of the cause of 
death and should communicate with the coroner. 
Joun A. CASTAGNINO. 
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UTERUS 


Goodwin, R. T.: Lacerated Cervix. 
Med., 1916, xi, 542. 


Texas St. J. 

The author reviews the anatomy of the cervix, 
gives the most frequent symptoms of lacerations of 
the cervix, the results produced thereby, and con- 
cludes by discussing the operative treatment. 

Lacerations of the cervix are very common. The 
chief cause of cervical tears is meddlesome obstetrics; 
for example, want of care or judgment in the use of 
forceps, premature rupture of the bag of waters, 
the injudicious use of the drugs, ergot and pituitrin, 
mechanical dilatation of the cervix, and roughness in 
performing podalic version. 

The symptoms are not pathognomonic and are 
due to the lesions caused by the laceration. The 
most constant of these secondary conditions are, 
subinvolution of the uterus, endometritis and 
uterine displacements; and the symptoms usually 
described as being due to lacerations of the cervix 
are in reality caused by one or all of these complica- 
tions. Backache, bearing down in the pelvis, 
vertical headache, leucorrhcea, menorrhagia, metror- 
rhagia, sterility and abortion, are the most frequent 
of these symptoms. 

The. results of the lacerations are either immediate 
or remote. Of the immediate results the most fre- 
quently observed are hemorrhage, sepsis, and vesico- 
vaginal fistula. The principal remote results are 
subinvolution of the uterus, chronic endometritis, 
uterine displacements, due to subinvolution or to 
contractions of cicatricial tissue in the cellular 
structures behind the uterus; chronic tubal and 
ovarian disease, and cancer. 

As a large number of lacerations require no treat- 
ment whatever, it is important to have a clear and 
definite idea as to what class of cases require opera- 
tive interference. 

The following rules have been formulated for 
this purpose: 

1. Operate upon all lacerations which are com- 
plicated with induration and hypertrophy of the 
cervical tissues, eversion of the intracervical mucous 
membrane, cystic degeneration, and erosion. 

2. Operate upon all lacerations which are re- 
sponsible for subinvolution of the uterus, endometri- 
tis, and uterine displacements. 

3. Operate upon all lacerations which are asso- 
ciated with a sensitive plug of scar tissue in the angle 
of the wound. 

Any grave pelvic disease is a contra-indication 
for operative interference in laceration of the cervix. 
There is always considerable dragging upon the 
uterus during an operation upon the cervix, and 
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these manipulations may cause a fatal peritonitis 
by breaking up old adhesions. Ratpx H. Kuuns. 


Percy, J. F.: The Problem of Heat as a Method of 
Treatment in Inoperable Uterine Carcinoma. 
Tr. Am. Gynec. Soc., Washington, 1916, May. 


There are three stages to be recognized in the 
development of cautery treatment of carcinoma of 
the uterus: (1) that in which it is used merely to 
stop hemorrhage and limit offensive discharge. 
(2) in the galvanocautery excision of the cervix 
uteri, developed by the late Dr. John Byrne of 
Brooklyn. (In this technique a degree of heat 
sufficient to cut the tissues was used); (3) in the 
dissemination of a coagulating degree of heat 
through the widest area possible of the cancer 
mass, with no attempt at immediate excision of the 
parts (Percy). 

The technique of Byrne was not designed for 
advanced inoperable cancer in which the uterocer- 
vical junction is fixed, with extensive malignant and 
inflammatory infiltration of both broad ligaments 
and the perimetrium. As classified today, Byrne 
operated only in the first steps of cervical cancer 
involvement. He deplored the use of the cold steel 
knife in cervical cancer and forty-four years ago re- 
ferred to it as ‘‘a comparatively fruitless procedure 
at best.” This is just as true today — without the 
preliminary use of heat — as it was in hisday. The 
cases treated by Byrne with galvanocautery ex- 
cision of the cervix were the type of cases which 
would be considered suitable for the Reis-Wertheim 
treatment of today. 

The author has the following to say as to the 
future of the heat treatment: ‘‘The stage of op- 
erability with my present technique is easily 90 
per cent, and I confidently expect that, if the 
promise which I see in my work is realized in the 
further development of the use of heat in cancer, 
the stage of operability will be without limit in 
strictly pelvic cancer. I would not have you be- 
lieve, however, that the ideal is mere operability. 
Back of it all is the hope and promise of results 
never before obtained by any method so far de- 
veloped in that disease which has always stood as a 
synonym for incurableness, pelvic cancer. In 
conclusion permit me to re-emphasize the following 
points: 

1. ‘The Percy technique, so-called, is not a cautery 
operation. I remove nothing. The tissues, fol- 
lowing the application of moderately low degrees of 
heat, are literally coagulated and slowly dissolve. 
It usually takes two weeks for a healthy granulating 
surface to appear beneath the gradually dissolving 
mass of inert cancer debris. 
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2. “The operation of Byrne was a high galvano- 
cautery intision of the cervix. There could be but 
little penetration of heat. Byrne recognized this 
when he advised that the surface left after the re- 
moval of the gross mass be seared over with the 
cautery knife in order to get all the heat penetration 
possible. But Byrne never thought of applying 
heat to the degree of obtaining penetration sufficient 
to render movable the fixed tissues in the pelvic 
basin. If the fixed tissues, malignant and inflam- 
matory, are not made freely movable, as they are 
normally, the heat penetration has not been suffi- 
cient, and, therefore, is ineffective. 

3. “To coagulate a large mass of uterine cancer 
requires from thirty to sixty minutes, and if the 
broad ligaments still remain stiff, or fixed, an ad- 
ditional ten minutes. 

4. “In my effort to emphasize the importance of 
avoiding the burning temperatures, I fear that I 
have led many surgeons;to the opposite extreme, 
and that they are trying to destroy the activity of 
an inoperable mass of cancer with a temperature so 
low that days, rather than hours, would be required 
to make the heat effective. Byrne fried his tissues. 
I broil, or pasteurize, them. ‘The Byrne technique 
was based on the use of heat as an acute process. 
Mine is not acute, but chronic, both as to time and 
degree. Heat, more heat, and yet more heat; but 
heat, not fire; broiling, not frying; not roasting, but 
curdling; pasteurization, not desiccation; coagula- 
tion, not carbonization. 

“In its practical application, the whole technique 
can be summed up in the one statement: Do not 
carbonize the tissues. For in the degree that this 
is done, in that degree is heat penetration inhibited; 
and heat penetration is the vitally essential thing. 
A gentle simmering sound only should be heard 
when the ear is placed near the vaginal water-cooled 
speculum. ‘This simmering sound is produced by a 
temperature above 45° C. (113 F.). It probably 
ranges from 83 to 93° C. (180 to 200° F.). Heat 
in the cancer, operable or inoperable, or as a pre- 
liminary to the use of the cold steel knife, has, with 
its present development, come to stay. It offers 
more in the way of cure in the early case than any 
other treatment so far devised. In the late case it 
promises surcease from suffering, with a prolonga- 
tion of life that is most hopeful. 

“But more than all else, we have not yet fully 
learned the technique of most effectively destroying 
cancer in the accessible regions of the body by heat. 
When we do, another chapter will have been written 
in the history of man’s contest with his physical 
ills that will compare very favorably with anything 
so far accomplished along the lines of scientific 
endeavor.” 


Ransohoff, J. and J. L.: Radium Treatment of 
Uterine Fibroids. Lancet-Clin., 1916, cxv, 116. 


The authors believe that radium is the method of 
choice in the treatment of uncomplicated uterine 
fibroids, as the treatment is safe and in the usual 


case the symptomatic cure almost certain. It 
should not be used where there is a reasonable doubt 
in the diagnosis, or where the fibroid is complicated 
by infections of the tubes and ovaries. 

Operation should also be the method of choice 
where pressure symptoms are so acute as to demand 
immediate relief. 

Radium treatment is superior to X-ray treatment, 
because the radium can be brought into intimate 
contact with the fibroid itself and does not depend 
on its action on the ovaries. 

Four typical cases are cited. One particularly 
interesting case was that of a fibroid in a woman past 
the menopause, occupying the entire pelvis and 
extending two inches above the umbilicus. Under 
radium treatment: a complete disappearance of the 
tumor was secured. Operation in this case would 
have been unfavorable, because of the presence of a 
large anuerism of the arch of the aorta. 


Condit, W. H.: Compensatory (Vicarious, Ec- 
topic) Menstruation; Xenomenia; Memmes 
Devii. Am. J. Obst., N. Y., 1916, Ixxiii, 238. 


The author reports the interesting case of a young 
woman who had a hysterectomy and bilateral sal- 
pingo-oophorectomy, yet each month had the sub- 
jective symptoms and sensations which had char- 
acterized her previous normal menstrual periods 
and had a hemorrhage into some of her cutaneous 
tissues. Fifteen days after the operation at the 
regular menstrual time she had a hemorrhage into 
a nevus the size of a split pea situated over the left 
ninth intercostal space. It attained the size of a 
hen’s egg and there occurred a considerable ecchy- 
mosis in the skin about the nevus. In four days 
the tumor diminished in size one-half and soon the 
skin ecchymosis disappeared. No blood escaped 
from the tumor or skin. This process was repeated 
regularly every twenty-eight to thirty-four days 
for twenty-one months until the tumor mass which 
had gradually formed ruptured and she at last con- 
sented to operation. Microscopic sections were 
negative for melanosis. 

At the next regular period the left mammary 
gland was attacked in a similar manner but after 
one year the manifestations in this gland became less 
frequent and regular, and at the end of two years 
it had returned to practically its normal appearance. 
The author now hoped that relief had come, but 
she then had an extensive subctuaneous hemor- 
rhage into the extensor surface of both legs, ac- 
companied by pain and extreme ecchymosis from 
the thighs to the knees; similar attacks occurred 
in one leg thirty-four days later and were repeated 
each month. The last attack occurred in July, 
1914, seven years and three months after the op- 
eration. It involved the posterior surface of her 
right leg from the gluteal fold to the ankle, being 
most marked over the popliteal space. 

The conclusion arrived at in this study is that 
menstrual abnormalities or irregularities are due to 
blood-pressure changes in the individual, together 
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with some atrophic or pathological changes in part 
or parts where the hemorrhage manifests itself. 
In the particular case reported, the peculiar dem- 
onstrations were brought about by a failure of the 
individual physical economy to adapt or adjust it- 
self to the change brought about in the blood-pres- 
sure by removal of part or parts previously acting 
as the safety valve of this particular economy. 
C. H. Davis. 


Lange, S.: Recent Results in the X-Ray Treat- 
ment of Menorrhagia, Dysmenorrhoea, and 
Uterine Myoma. Am. J. Roentgenol., 1916, iii, 
72. 

Lange’s paper is based upon 50 consecutive cases 
of menorrhagia, dysmenorrhoea, and uterine fibroids 
treated by X-ray therapy. In every case a satis- 
factory result was achieved, an artificial menopause, 
apparently permanent, occurring in every case in 
which it was desired, regardless of the age of the 
patient. These cases were referred from many 
different sources, and while only ordinary care and 
skill were employed in their selection, malignancy 
has not developed in any case either during or fol- 
lowing the treatment. So far as he has been able 
to follow the case there has been no recurrence of 
the menstruation after it has once stopped. In 
several cases there has been an occasional faint 
menstruation during the few months just following 
the menopause. After a lapse of a few months, 
however, abatement of the ovarian function has 
been complete and permanent. He has found it to 
be a safe working rule that if one period is missed all 
treatment may be discontinued. 

In this series of 50 cases, 19 were treated because 
of persistent menorrhagia. The ages of the patients 
varied from seventeen to fifty years. The minimum 
of X-radiation required to bring about a permanent 
menopause was one treatment (100 X) in a woman of 
forty-nine. ‘The greatest amount given any patient 
was 800 X (eight treatments) which was required 
to abolish the ovarian function in a girl of twenty. 
Another patient of seventeen years of age required 
only 7oo X to accomplish the same result. A 
woman of twenty-eight required 600 X (six treat- 
ments). A woman of thirty-two required 500 X. 
With increase in the age of the patients the amount 
of X-radiation required rapidly decreases. 

The equipment consists of a Coolidge tube 
backing up a spark gap of nine to nine and one-half 
inches, and a filter consisting of 3 mm. of aluminum 
and a thick layer of sole leather. With a target 
skin distance of six inches ro milliamperes are passed 
for 2.5 minutes (over 20X through each of four areas, 
or about 100 X for each treatment). 

Within a month Lange would give three such 
treatments, but in a footnote concedes the possibility 
of an error in his Kienbock readings and that other 
operators would use an interval of three weeks be- 
tween treatments. (A caution the unskilled op- 
erator would do well to consider carefully.) 

Davip R. Bowen. 


Collins, A. S. A. W.: An Operation for Retrodis- 
placement of the Uterus. Am. J. Surg., 1916, 
XXX, Q2. 

The uterus is held in normal position; the round 
ligaments are caught with Kelly forceps and brought 
toward the median line; and about 1 inch of the perito- 
neum is peeled back from close to the tip of the 
forceps. 

As the object of the operation is to maintain the 
uterus sufficiently anterior so that intra-abdominal 
pressure is exerted upon the posterior surface of the 
fundus, and also to overcome a prolapse of the 
ovaries, one of two methods must be decided upon. 
Either bring the ligament under the round and 
ovarian ligaments through an opening in the broad 
ligament posteriorly, as in Webster’s operation, or 
anteriorly. 

A stab with a knife is made under the peritoneum 
and about a sixteenth of an inch into the muscle of 
the uterus and brought out again. The knife should 
be narrow and the wound made just large enough to 
accommodate the round ligament. The same is 
done on the opposite side and the ligaments are 
then sutured in place. The operation is rapidly 
done. There are no raw surfaces and no bleeding. 

1. It is a muscle-to-muscle attachment and no 
possibility of a pulling away to one side or another. 

2. It is not a peritoneal attachment which forms 
an adhesion and will stretch or give way altogether. 

3. There is no interference in pregnancy. (The 
author has had four patients who have gone through 
labor normally with the uterus in good position 
afterwards.) 

4. No bladder or other subjective symptoms 
follow. 

5. The uterus remains mobile. 

Epwarp L. CorneELL. 


Handfield-Jones, M.: Clinical Aspect of the Double 
Uterus in Its Relation to Diagnosis and Treat- 
ment. Lancet, Lond., 1916, cxc, 574. 


The paper is based on the reports of to cases of 
this condition, 8 of which came under the author’s 
observation. The cases were selected to illustrate 
certain clinical points. Among them were: (1) a 
case in which septic infection of the second unim- 
pregnated uterus occurred after delivery of a child 
from the other uterus; (2) a case in which twin 
foetal sacs were removed from one uterus and the 
patient safely carried to term a single pregnancy in 
the second uterus; (3) a case of hematometra in a 
double uterus; (4) a case illustrating obstruction 
to delivery by the unimpregnated portion of a 
double uterus; (5) a case in which the unimpregnated 
uterus was safely drawn up out of the way of the 
pregnant portion, and delivery was unobstructed; 
(6) a case in which death occurred from sepsis and 
hemorrhage following an attempt to divide the 
septum separating the two ute1i, both of which 
were pregnant, after the first uterus had been safely 
emptied; (7) a case in which pregnancy proceeded 
to full term in one half of a double uterus after 
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the other uterus had been emptied by curettage in 
the early months; (8) a case in which a double 
vagina was discovered by the patient herself; and 
(9) a case in which pregnancy proceeded safely to 
term after the condition had been demonstrated 
by an exploratory laparotomy in the early months 
of pregnancy. C. D. Haucu. 


Gallant, A. E.: The Removal of the Troublesome 
Useless Uterus. JN. Y. M.J., 1916, ciii, 485. 


Eliminating hysterectomies for (1) life-destroy- 
ing disease and (2) for conditions detrimental to 
health or dangerous to life, the author goes on to 
the consideration of (3) removal of the uterus be- 
cause of conditions the source and cause of health- 
destroying discomfort; “‘troublesome’”’ because they 
were the cause of intractable suffering; ‘“‘useless”’ 
because they were either absolutely, relatively, or 
practically incapable of performing the one sole 
function of the uterus—reproduction. In 12 women, 
between 57 and 73 years, who had ceased to men- 
struate; the senile uteri were removed because of a 
prolapsed bladder with or without rectocele or 
descent of the uterus or intestines, in 7 cases; 
uterosacral ligament retrofixation, 4 cases; chronic 
pyometria and ovarian sarcoma (?), one case. 
The second group included 11 women, whose ages 
ranged from 37 to 47 years, and who were still 
menstruating. Four had passed the “approximate”’ 
age for the menopause, from 2 to 11 years; while 
the other 7 still had in prospect from one to five 
years longer to flow, normally. The average range 
of fertility was from one to seven children; the most 
recent birth seven months previous to operation; 
the average length of sterility was between six and 
seven years. 

The third group included 7 suffering women 
between 30 and 34 years, in the full tide of repro- 
ductive activity, who had not been benefited by 
local and general treatment or by conservative 
operations. 

Gallant, when deciding to operate or not to 
operate, was influenced, largely, by (1) the severity 
of the symptoms; (2) the effect on the general 
health; and (3) the environment. Excessive ner- 
vousness was the one predominating complaint 
in all but one instance. Dysmenorrhoea came next 
in order of frequency, usually of a severe type, 
lasting throughout the flow, and compelling the 
sufferer to lie down for a few hours or go to bed for 
one, two, or even three days of each period. Back- 
ache was a very common symptom, located by 
placing the hands over the sacral region, variously 
described as “‘come and go pain,” dragging, tearing, 
bearing down, falling, and present all the time, 
during the monthlies, not so bad between, etc., 
but to each one very trying and very real. Head- 
ache, suboccipital, was present in over half the 
cases, and of a truly torturing. variety, relieved 
only by some sort of “dope.” Ilio-abdominal 
pain, when not of appendicular origin, was of a 
dragging, tearing, burning character, and referable 


to tension on the round ligaments, or enlargement 
or adhesions of the tubes and ovaries, distinguish- 
able from the appendix only by actual palpation. 
Dyspareunia was present whenever the vagina was 
raw or the uterosacral ligaments immobilized the 
uterus. 

Dysuria, with frequent, painful urination, was 
nearly always associated with a demonstrable 
trigonitis, an acid vaginitis, and acid urine of high 
specific gravity. 

The conditions calling for operation were pro- 
lapsed bladder, with or without prolapse of the 
uterus and rectum, 11 cases; retroversion, 17 cases; 
uterine fixation, 16 cases; hypertrophied uterus, 
I5 cases; anteflexion, 4 cases; lacerated cervix, 
6 cases; perineum, 11 cases; diseased ovaries and 
tubes, 6 cases; persistent vaginitis, 6 cases; with 
goiter, 3 cases; visceroptosia, 12 Cases. 

The operative measures employed were vaginal 
hysterectomy, 19 times, with salpingo-oophorec- 
tomy, I case; complete excision of vagina, 3 cases; 
partial excision, 4 cases; supravaginal, 4 cases; with 
ovaries and tubes, 1 case; abdominovaginal pain, 
2 cases; abdominal pain, 2 cases; anterior colpor- 
rhaphy, 2 times; perineorrhaphy, 6 times; appen- 
decectomy, 4 times; uterine drainage, 2 times; 
drainage through the cervical stump, 2 times; con- 
servative (?) amputation of cervix, 2 times; resec- 
tion of sigmoid, 1 case. This last patient died on the 
fifth day after operation, presumably from rupture 
at the site of the resection brought about by her 
strenuous efforts to avoid soiling the bed. One other 
died, 28 days after complete closure of the vagina, 
from “‘hypostatic pneumonia.” 

In conclusion, Gallant states his belief that re- 
moval of a troublesome, useless uterus is not only 
justifiable but the most rational procedure in the 
following conditions: 

1. In senile women, complete denudation and 
closure of the vaginal canal is the one sure and 
permanent means of curing hernia vagine. 

2. In well-nourished women, who have ceased 
to menstruate, or who have passed or are approach- 
ing the “approximate age” when the menses 
should cease, hysterectomy and partial colpectomy 
will prove beneficial and still provide for marital 
relations. 

3. In menstruating women under thirty-five 
years, after every means to conserve childbearing 
function have been exhausted; when the conditions 
cause a life of semi-invalidism; when they prevent 
her from working and earning a livelihood; when 
they seriously interfere with her duties to her hus- 
band and children and condemn her to a life -of 
unalloyed suffering, then and then only, as a last 
resort, should the uterus be removed. 

4. Whenever the pelvic conditions are associated 
with a troublesome, colicky appendix, or simple or 
exophthalmic goiter they should be removed. 

5. Whenever combined with visceroptosis a cure 
cannot be expected unless the patient is fitted with 
an appropriate corset. 
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Fig. 1. 


Fig. 1. Section from the interior of a bony nodule 
within the ovary, showing bone lamella, haversian canals, 
and bone-marrow. (Moschcowitz.) 

Fig. 2. Low-power section taken near the periphery of 
the bony nodule. Space within the lime-containing 


ADNEXAL AND PERIUTERINE CONDITIONS 


Moschcowitz, E.: The Relation of Angiogenesis 
to Ossification, Based upon the Study of 
Five Cases of Calcification and Ossification 
of the Ovary. Bul!. Johns Hopkins Hosp., 1916, 
XXVii, 71. 

Within a comparatively short time the author 
has been able to study in the pathological laboratory 
of the Beth Israel Hospital three cases of calcifica- 
tion and two of ossification of the ovary. The lesions 
were studied particularly from a morphological 
viewpoint. The process in each instance involved 
a corpus albicans. The specimens represented an 
apparently continuous series, in which four stages 
were recognizable: (1) an early discrete multiple 
deposit within a healed corpus luteum; (2) a defin- 
itely circumscribed deposit of amorphous lime 
within a corpus albicans; (3) the formation of pri- 
mary haversian canals, which is accomplished by 
the genesis of an active mesoblastic tissue, both 
upon the surface and within the interior of such a 
circumscribed lime deposit (This mesoblastic tissue 
is derived from the adjacent blood-vessels of the 
ovary, and the predominant activity is the develop- 
ment of new blood-vessels; associated with this 





Fig. 2. 
area filled with delicate fibrous tissue, fibroblasts, and young 
blood-vessels. Along the circumference of these spaces 
are fibroblasts which have penetrated into the surround- 
ing lime-containing tissue, revealing a coincident lime 
absorption. (Moschcowitz.) 


activity is the development of osteoblasts from the 
mesenchymal cells.); (4) true bone formation, 
with maturation of all the elements described above, 
together with eccentric deposition of bone-plates 
around the primary haversian canals and the forma- 
tion of marrow. 

Moschcowitz states that the development of new 
blood-vessels affords the keynote to the interpreta- 
tion, in terms of cellular ontogeny, of the process of 
ossification, and that the histological constituents 
which enter into the formation of new blood-vessels 
are the progenitors of all the histological components 
of osseous tissue. In other words, that blood-vessels, 
osteoblasts, bone-cells, and marrow (in part at least) 
are merely differentiations of the mesenchymal cell 
unit. 

To his mind, the author’s specimens furnish strong 
corroboration of the “adaptive” or ‘““mesenchymal”’ 
theory of angiogenesis, and to the theory of the 
non-specificity of endothelium. Ossification, he 
believes, does not occur without preliminary calcifi- 
cation, and calcification occurs only in dead tissues, 
and there is no valid reason for regarding bony 
structures within the ovary as blastomata. 

GEORGE E. BEILBY. 
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O’Shansky, A. L.: Infection of Ovarian Dermoid 
Cyst with Typhoid Bacillus. J. Am. M. Ass., 
1916, Ixvi, 888. 

Two months after an attack of typhoid fever, 
a school-teacher, aged 21, noticed a mass in the 
abdomen. One month later she was operated 
upon. A large ovarian cyst on the left side was 
aspirated and about two quarts of thin pus removed. 
A few strands of hair were attached to the cannula 
on removal. The tumor was ligated at its pedicle 
and removed. 

On bacteriologic examination, a smear showed a 
gram-negative bacillus. The growth showed a 
gram-negative motile bacillus in pure culture 
which did not produce gas in sugar mediums, did 
not liquefy gelatin, and did not coagulate milk. 

Pathologic examination of the cyst in gross after 
fixation revealed a growth 15 by 15 by 11 cm. in 
its largest diameters. The fallopian tube was 
attached on one side. When the cyst was opened, 
a quantity of grayish liquid, containing a fatlike 
substance, such as is commonly found in dermoid 
cysts, came out and masses of this fatty material 
containing hairs were removed. At one portion, 
where the wall was thickest, there was a tuft of 
hair growing from the wall. At another portion 
there was a short nipple-like projection somewhat 
calcified. Microscopic examination revealed an 
infected ovarian cyst. 

The patient made an uneventful recovery and 
has had no further complications. 

Epwarp L. CorNELL. 


Abelio, G.: Strangulated Fallopian Tube, Ovary, 
and Intestine in an Infant. J. Am. M. Ass., 
1916, Ixvi, 813. 

The patient was a girl, aged 11 months, breast- 
fed, and with no febrile or diarrhoeal disturbances of 
any sort. Three months previous to operation she 
developed a mass in the right inguinal region, the 
appearance of which was associated with apparently 
severe abdominal pain and vomiting. Prior to 
this no such mass had been noticed by the parents. 
Taxis was successful in three attacks. ‘Two months 
later a mass appeared in the right inguinal region; 
the baby began to cry as if in severe pain; vomiting 
set in. Unsuccessful attempts at reduction had 
already been made. She had had no bowel move- 
ment for about 48 hours. Examination revealed a 
somewhat distended abdomen, not by any means 
tense, and a right inguinal mass, about 5 cm. in 
diameter and elevated above the normal skin level 
to the extent of about 2 cm. This mass was ex- 
quisitely tender and very tense. 
eration was advised and performed. 

An oblique incision above the mass displayed a 
well-formed, spherical, tense, dark-colored peritoneal 
sac bulging directly forward through the external 
ring. The contents consisted of a large almond- 
sized mass, readily recognized as the ovary, to the 
postero-external aspect of which was attached a 
tiny fallopian tube. Posterior to both was a knuckle 


Immediate op-' 


of dark-colored small intestine. Very slight trac- 
tion on the intestine was made, a Kocher director 
inserted between it and the neck of the sac and the 
latter nicked enough to enable reduction to be made 
of the herniated viscera. Several minutes after the 
release of the constricting neck, the ovary had 
reduced about too per cent in size and the intestine 
became a very deep red. The opening in the perito- 
neum was closed, muscle and fascia approximated 
to Poupart’s ligament and the lower leaf of the 
external oblique imbricated over this line of sutures. 
The skin was closed with silkworm gut and the whole 
covered with a gutta-percha collodion dressing. 
Three hours after the operation a copious, very foul 
smelling bowel movement resulted. The conva- 
lescence was uneventful. Epwarp L. CorneELL. 


Moore, J. E.: Salpingitis Secondary to Appen- 
dicitis. Surg., Gynec. & Obst., 1916, xxii, 277. 

The small entrance into the tubes from the 
uterine side would seem to be one of nature’s 
provisions to prevent bacteria from entering the 
peritoneal cavity through the natural channels. 
The fimbriated extremity of the tube is wide open, 
and if any bacteria are present in the peritoneal 
side they can easily gain entrance to the tube. 
Under normal conditions the tubes are further 
protected on the uterine side by a sterile uterus and 
only become infected under abnormal conditions 
of the uterus. 

It is rational to conclude that when abnormal 
conditions obtain within the peritoneum the tubes 
may be infected from the peritoneal end. It is well 
established that the majority of cases of salpingitis 
are due to a gonococcus infection, but there are 
many due to other bacteria. Cases are cited to 
prove that appendicitis is not an uncommon cause 
of salpingitis. The author believes that it should 
be accepted as an established fact that a certain 
small percentage of cases of salpingitis are due to 
appendicitis, so that when looking for possible 
causes of the pelvic inflammation this fact may be 
taken into consideration. 


EXTERNAL GENITALIA 


Gellhorn, G., and Ehrenfest, H.: Syphilis of the 
Internal Genital Organs in the Female. /7r. 
Am. Gynec. Soc., Washington, 1916, May. 


At present it is impossible to estimate even ap- 
proximately the full extent to which syphilis exists 
in the world. The latest statistics which tend to 
show that 1o per cent of the male population of the 
United States are affected are probably far too con- 
servative. 

Syphilis has always been assumed to be consider- 
ably commoner among men than among women, 
but from certain investigations this supposition 
cannot yet be accepted as conclusive. At any rate 
syphilis is common enough in women to constitute a 
gynecologic problem in the widest sense. Not every 
disease in a syphilitic woman is syphilitic in nature, 
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but syphilis if present will exert an influence of its 
own upon coexistent diseases. Moreover, latent 
syphilis prevails more in women than in men. 

The course of syphilis in men differs in many 
points from that in women. To cite but one of the 
differences, the relative frequency of tabes and 
paresis in the two sexes is well known. 

Syphilis of the internal genitals in women pre- 
sents a number of problems as yet unsolved. The 
question of infection by the sperma of a syphilitic 
man is discussed; also the possibility of differences 
in the strains of spirochetz which might have a 
predilection for one part or the other of the female 
genital tract. There is, finally, the question whether 
certain parts of the genitalia possess a sort of relative 
immunity. 

Primary chancres of the vagina are rare, probably 
because of certain histologic and biologic character- 
istics of the vagina. The typical signs of sclerosis of a 
mucous membrane; i.e., parchment-like induration, 
persist as a rule only for a short time. Under 
ordinary circumstances, spontaneous restitution 
occurs after about two weeks. The absence of 
definite symptoms, such as pain or vaginal discharge, 
and the insignificance of any remaining scars 
probably result in many cases in failure or even 
inability to correctly diagnose this lesion. 

Secondary syphilitic lesions of the vagina are 
very rare. They occur either in the form of macules 
or papules; the latter variety seems to be relatively 
more frequent. They have no symptomatology 
of their own, and therefore are discovered only 
accidentally during an examination with the 
speculum. 

Tertiary luetic manifestations of the vagina are 
also extremely rare. They represent as a rule the 
continuation of secondary lesions in the vulva, 
uterus, or adjoining organs. The isolated sub- 
mucous gumma breaks down early and appears in 
the form of a more or less characteristic ulcer. The 
more destructive processes which eventually lead 
to the formation of fistula and strictures, almost 
always originate in structures surrounding the 
vagina. Tertiary lesions of the vagina do not 
exhibit characteristic symptoms such as pain or 
discharge. 

Primary chancre of the cervix represents the 
best known and most common type of syphilitic 
affections of the female internal genitalia. Its 
frequency has probably been overestimated. 
Statistics based on a large number of observations 
have never shown a frequency of over 1.5 per cent of 
all primary chancres found on the genitalia. It 
must, however, be admitted that in a considerable 
number of cases its presence on the vaginal portion 
of the cervix is overlooked. 

Primary chancre of the cervix does not give 
rise to any noteworthy clinical symptoms. There- 
fore, as a rule a search for it is made only after the 
appearance of the secondary exanthema. Under 
normal conditions the primary lesion heals with such 
rapidity that its existence in a large percentage of 


cases can only be surmised from certain findings 
which in themselves are not characteristic. 

Not even during its existence does the primary 
chancre offer a truly characteristic and pathognostic 
aspect on account of its rapid and variegated evolu- 
tion from an uneroded induration to an ulcer which 
in turn either heals quickly or transforms into an 
inconspicuous erosion. 

Considering the absence of palpable satellite 
buboes and the difficulty of ascertaining the char- 
acteristic induration of its base, a suspicious looking 
sore on the cervix can be identified as primary hard 
chancre only if the spirocheta pallida can be re- 
covered from its surface and if the cervical lesion 
is followed by a typical secondary exanthema. 

Eight personal observations have been added by 
the authors to the few cases found in the literature 
of secondary lesions of the cervix. Syphilis mani- 
fests itself upon the cervix in the form of macules, 
papules, and ulcerations. These forms probably 
represent three successive stages in the develop- 
ment of a lesion caused by scattered accumulations 
of the spirocheta pallida in the squamous mucosa 
of the cervix. The parasite can readily be re- 
covered from the secretion of any of the three forms, 
and this explains the great infectiousness of sec- 
ondary lesions. Wassermann is positive in this 
stage. Macules and papules have no sympto- 
matology of their own while ulcers may give rise to a 
profuse yellowish discharge. Occasionally, a pe- 
culiar puffiness of the fornices may be present. The 
leucoplastic appearance of macules, the char- 
acteristic form of the papules, and the typical 
yellowish color of the ulcerations render diagnosis 
comparatively easy. Secondaries in other parts of 
the body form a valuable aid. Cervical lesions as a 
rule heal quickly and may disappear without leaving 
any traces. Specific treatment, energetically ap- 
plied, brings about resolution in a very short time. 

Actual knowledge concerning syphilitic lesions 
of the uterine body is extremely meager. Primary 
and secondary manifestations have not yet been 
observed in the uterus. A few instances of gumma 
in the uterine wall have been recorded. An isolated 
observation by Hoffmann proves the possibility of 
gummatous changes in the endometrium. This 
infrequency of tertiary lesions is a matter of sur- 
prise, for the uterus more than any other internal 
organ of the body is exposed to direct infection. 
Spirochetz may reach the uterine cavity from the 
vagina or lesions of the cervix. It is certain that 
an actively syphilitic mother invariably infects the 
foetus. In every pregnant syphilitic woman spiro- 
cheta must be present inthe endometrium. Un- 
less syphilitic lesions of the uterus have been over- 
looked in the past, we are forced to assume a 
relative immunity on the part of the uterus. 

It seems possible that the tubes may be the seat 
of luetic lesions, but the pathological and clinical 
material on record is yet too incomplete to permit 
of positive assertions. Spirochete have never 
been found in the tubes of syphilitic women. 
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Various changes in the ovaries (simple enlarge- 
ment, syphilitic oophoritis, tertiary sclerosis of the 
ovary, Ovarian gumma) have been described as 
typical expressions of the secondary and tertiary 
stages of luetic infections, but in no instance, with 
the possible exception of Hoffmann’s case, has posi- 
tive proof been furnished that such alterations are 
actually due to a local leutic process. 

The fact that in some syphilitic patients either 
an amenorrhoea or, more commonly, a metrorrhagia, 
disappears after specific medication cannot be ac- 
cepted as evidence of a syphilitic ovarian lesion. 
Spirochete have as yet not been demonstrated 
in the ovaries of adults. 

Syphilis of the pelvic cellular tissue appears in 
the form of a diffuse gummatous infiltration which 
secondarily involves the pelvic peritoneum. ‘To the 
few cases on record the authors have added a 
personal observation. In almost all instances a 
wrong diagnosis of malignancy has been made. In 
their own case the positive outcome of the Wasser- 
mann reaction together with other unmistakable 
signs of tertiary syphilis about the outer genitals 
aided in arriving at the correct diagnosis. Specific 
treatment produces amazingly quick improvement 
of an apparently hopeless condition. 

Syphilis may be the causative factor of disturbed 
menstrual function for various reasons. Impair- 
ment of general health and disorder in the harmo- 
nious synergism of all endocrine glands through the 
affection of one may in the course of a luetic in- 
fection interfere with normal ovarian activity. 
Therefore, in syphilitic patients specific medication 
may correct a menorrhagia or metrorrhagia which 
has proved refractory to the customary modes of 
treatment. Such prompt therapeutic effect, how- 
ever, does not permit of a diagnosis of luetic pro- 
cesses in the uterus or in the ovaries, because uterine 
lesions probably never, and syphilitic ovarian le- 
sions, if actually existing, are but rarely responsible 
for abnormal uterine hemorrhages. 

The Wassermann reaction is found positive in a 
very dJarge percentage of patients suffering from 
metrorrhagias. This is not surprising. Luetic 
women through the common complication with 
gonorrhoea and as the result of frequent abortions 
are particularly prone to develop gynecologic anom- 
alies in which irregular uterine haemorrhages 
represent a predominant symptom. 

The authors recommend a trial with specific 
therapy before radical treatment is decided upon for 
all cases in which a uterine hemorrhage is not defi- 
nitely explained by local findings. 

Normal cervical secretions may contain spiro- 
chetz during the secondary stage even though there 
are no specific lesions about the genitalia. This 
has been definitely proved by the authors by actual 
observation. The search for spirocheta may be- 
come as important a part of our diagnostic technique 
as is the stain for gonococci. The prognosis as to 
the danger from infection as well as the time of 
cure may depend upon such an examination. 


As regards the uterus, and more particularly the 
cervix, convincing proofs of the interrelations of 
syphilis and cancer are meager, and it is necessary 
for the present at least, to rely chiefly on the analogy 
with other regions of the body. The following four 
possibilities suggest themselves: 

1. An alteration of all tissues of the body caused 
directly or indirectly by the syphilitic virus — 
Gewebsumstimmung of Neisser—whereby the de- 
fensive apparatus of the organism is weakened. 

2. Any part of the body which in the past has 
been the seat of a syphilitic lesion becomes a 
locus minoris resistentia, wherein a cancer may de- 
velop. 

3. Leucoplacia may represent the 
link between syphilis and cancer. 

4. The direct transition of syphilitic into car- 
cinomatous tissue. 

Microscopic sections are introduced to illustrate 
the probable mode of such transformation. Unless 
arrested in time by antiluetic treatment, atypical 
cell proliferation, such as is stimulated by the 
syphilitic lesion, may lead to carcinoma. 

While actual and well-established facts regarding 
syphilis of the female genital organs are compara- 
tively few in number in contradistinction to the 
many theories and the volume of literature on this 
subject, yet enough is known to compell and hold 
the interest of the gynecologist. 

Syphilis may cause organic lesions in all parts of 
the genital tract such as ulcerations and tumefac- 
tions. The gynecologist will be able to properly 
interpret and treat such lesions only if he is familiar 
with the local pathology of syphilis. He may also 
meet with functional disturbances within the 
genital sphere not explainable by any local findings, 
which may be due directly or indirectly to the in- 
fluence of syphilis. 

There are close analogies between the genital 
organs in the male and the female from a purely 
developmental and anatomical point of view. The 
fact that the ovaries correspond to the testicles, the 
tube to the epididymis, the uterus to the prostate, 
has seemed to many writers sufficient to base de- 
ductions as to the pathology of syphilitic lesions 
in the female upon their knowledge of luetic lesions 
in the male. Such reasoning is faulty. Syphilis in 
many respects affects woman in a manner essentially 
different from man. After all, there is nothing in 
man to compare with disturbances of menstrual 
function which so often confront the gynecologist. 

Gynecology has in the past profited by the pioneer 
work of dermatology in the realm of syphilis. It 
is now time that the gynecologist should contribute 
his full share. There are still many mooted ques- 


connecting 


tions, such as syphilis without primary lesion or the 
pathology of local lesions in the female genital tract, 
which the gynecologist is amply fitted to solve. 

He should also fall in line with the representatives 
of other specialties in advancing the problem of the 
relationship between cancer and previous syphilitic 
lesions in the same locality. 
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Familiarity with syphilitic lesions in the genital 
tract must needs prove of eminent practical value 
to the gynecologist in view of the frequent confusion 
in the diagnosis of cancer and syphilitic ulcerations 
or gummata. That occasionally a patient is sub- 
jected to a serious radical operation who could have 
been cured by antiluetic treatment there can be no 
doubt. 

A more intimate interest in the problems of 
syphilis of the internal female genitalia will advance 
gynecology both in its theory and in its practice. 


MISCELLANEOUS 


Coffey, R. C.: Surgical Treatment of Gonorrheeal 
Tube Infection with a Quarantine Pack. 
Surg., Gynec. & Obst., 1916, xxii, 228. 

The author emphasizes the importance of dif- 
ferentiating gonorrhoeal from pyogenic tube in- 
fection, for in the former case the tube once sealed 
rarely functionates, while in the latter pyogenic 
infection most tubes may be restored to function 
by proper drainage. The pack is made by laying 
wicks all the way across the pelvis in a complete 
wall, the wicks extending to the bottom of the pelvis 
and protruding through the abdominal wound. 
Above this pack of gauze wicks four thicknesses of 
gutta-percha tissue in the form of a large sheet is 
used to protect the intestine from contact with the 
gauze. 

During the past eight years more than fifty cases 
of gonorrhoeal tube infection have been operated 
upon in the very acute stage, with no mortality. 
In four of these the operation was performed so 
early that the tube had not sealed, but a con- 
siderable quantity of pus could be squeezed out of 
the tube. The quarantine pack was placed, attack 
cut short, and in no instance has the patient had 
trouble since. In two other cases where the tubes 
were firmly sealed the tubes were ligated and a 
stump left. In both instances it was necessary to 
do a second operation to remove the stumps. In 
all other cases excision of the uterine end was prac- 
ticed, followed by the placing of the quarantine 
pack. In all cases the attack was cut short at 
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once, and in none of this group of cases has a second 
operation been necessary. 

The author’s conclusions are: (1) Acute, violent 
tube infections are best treated by early abdominal 
section. (2) If the tubes have not firmly sealed, the 
pelvis should be quarantined with a pack and the 
tubes allowed to remain unharmed. (3) If the 
tubes are firmly sealed, they should be excised and 
the uterus and ovaries isolated from the intestines 
by a quarantine pack. 

The author believes that many more tubes and 
ovaries will be saved by this method than by the so- 
called “conservative” method, and that the usual 
sequele following gonorrhoeal tube infections will 
be markedly decreased. 


Leeuwen, G. A. Van: Some Remarks Regarding 
Useless, Therefore Undesirable, Operations 
(Quelques remarques 4 propos des opérations inutiles, 
donc indésirables). Arch. mens. d’obst. et de gynéc., 
1916, iv, 433. 

Many hysterical women in whom the genital 
apparatus is absolutely normal, consult gynecolo- 
gists for pains in the lower abdomen, which they 
refer to the uterus or adnexa. In many such the 
indicated diagnosis is—no genital anomaly: hysteria. 

In examining such women who have come to his 
gynecological clinic in Amsterdam, Van Leeuwen 
found in a great number a cicatrix of a former 
appendicectomy. He found that the result of such 
operation was favorable in 40 per cent of cases but 
unfavorable in 60 per cent. The unfavorable re- 
sults were generally in cases of chronic appendicitis. 

Diagnosis of chronic appendicitis is difficult, 
especially in women, yet it is often made without 
sufficient reason. It is confounded very often with 
hysterical pains and anomalies. The operation 
which is done on these hysterical subjects is natural- 
ly insufficient. It is even harmful, because since 
operation has failed to relieve them of imaginary 
pain they will now believe that there is something 
abnormal in their lower abdomen. 

Such operations based on wrong diagnosis are 
not only damaging to the patient, but to medical 
science. W. A. BRENNAN. 
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PREGNANCY AND ITS COMPLICATIONS 

Van Slyke, L., and Vinograd-Villchur: A Quantita- 
tive Test of the Abderhalden Reaction. Am. 
J. Obst., N. Y., 1916, Ixxiii, 290. 

Owing to the great uncertainty which has been 
associated with the Abderhalden reaction, the au- 
thors have worked in the hope of providing a quanti- 
tative method sufficiently accurate, simple, and 
specific for proteolysis to make the results definite 
and free from subjective influence. They con- 
fined themselves to a study of pregnant with normal 
serum. They utilized placenta prepared in three 
different ways. 

As a standard method for measurement of serum 
protease the aminonitrogen determination seemed 
to them particularly promising for the following 
reasons: First, it is quantitative and permits of 
accurate results with a small amount of material. 
Second, it is specific for proteolysis. The change of 
the non-aminonitrogen of proteins into aminonitro- 
gen is characteristic of protein digestion, and the 
extent of this change affords a direct and quantita- 
tive measure of the extent to which proteid digestion 
occurs. The method, since its publication in 1910, 
has been used successfully in studies of protein 
digestion by various investigators. 

As nearly as possible the same amount of placental 
tissue was used in every case. The utmost care 
was taken to avoid bacterial contamination, and 
the technique was controlled by means of repeated 
cultures with negative results. The chemical 
manipulations were simple, clear-cut, and quantita- 
tive. Duplicate controls always gave closely 
agreeing results. 

Practically every serum, whether from a pregnant 
or non-pregnant individual, showed some definitely 
measurable degree of digestion when incubated with 
placental tissue. The range of individual variation 
in proteolytic activity was wide. The results with 
normal sera cover in each case a range which includes 
most of the results from pregnant sera. After a 
year’s, work using the utmost care, the authors found 
that the individual variations of both pregnant 
and non-pregnant sera make the results from both 
overlap so completely as to render the utilization 
of the reaction, even with a quantitative technique, 
absolutely impracticable for either a positive or 
negative diagnosis, even of pregnancy. 

C. H. Davis. 


Evans, D. J.: Eclampsia. Canad. M. Ass. J., 1916, 
vi, 110. 

The author is of the opinion that true eclampsia 

is, on the whole, a rather rare complication of preg- 


nancy, and that a preponderant proportion of cases 
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diagnosed as eclampsia are really cases of renal 
insufficiency or nephritis; in other words, that in 
the larger proportion of cases the toxemia is due 
primarily to defective kidneys, while in the remain- 
der, the hepatic type, the renal involvement is 
purely secondary. That it is possible to make a 
diagnosis of true eclampsia during life is thus open 
to question. 

As a general rule, toxemia occurring late in preg- 
nancy is attended with a marked increase in the 
general blood-pressure. In all cases of pregnancy 
presenting signs or symptoms of toxemia, the blood- 
pressure should be systematically observed. A ris- 
ing blood-pressure, associated with toxic symptoms, 
headache, constipation, oedema, epigastric pain, 
disturbed vision, albuminuria, etc., are indicative 
of danger, and a pressure of 150 mm. may be con- 
sidered as the danger limit. 

As regards treatment, every individual case must 
be studied and no single method of treatment is 
applicable to all. 

In the presence of evident symptoms of toxemia 
in the later months of pregnancy, associated with 
albuminuria and casts, and an increased blood- 
pressure, ecliminative and sedative treatment is 
indicated. One must rely on milk diet, hot baths, 
the copious use of fluids and purgatives, together 
with rest in bed, to bring about improvement. 
If there be no improvement, indicated by the sub- 
sidence of the albuminuria, reduction of blood-pres- 
sure and disappearance of the general symptoms of 
toxemia, then labor should be induced. Venesec- 
tion, sweating, the employment of morphia and 
chloral in moderate doses, with purgation and the 
free use of fluids, constitute the treatment of a case 
of actual convulsions. In cases at or near term, 
active surgical methods of delivery may be under- 
taken, but only to save the life of the child, as such 
operations, unless attended with considerable ham- 
orrhage, seem to have but little influence in relieving 
the condition of the mother. Epwarp L. Corne.t. 


Diehl, H. E.: Eclampsia; Studies Concerning Its 
Causes, Nature, and Treatment. JN. Eng. M. 
Gaz., 1916, li, 72. 

As a general average eclampsia occurs in 0.3 to 0.6 
per cent of all cases of confinement: 20 per cent 
coming ante-partum, 60 per cent during labor, and 
20 per cent puerperal. The general predisposing 
causes seem to be primiparity, heredity, contracted 
pelvis, multiple pregnancy, previous renal or hepatic 
disease, and an unstable nervous equilibrium. 
Properly speaking, eclampsia is but one, and the 
most severe as well, of the toxemias of pregnancy. 

The author reviews the various theories as to the 
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cause of eclampsia and concludes that all cases 
probably do not have the same origin. 

At present and until the cause be specifically 
known, the treatment is indefinite and a matter of 
routine. i 

First, however, there are the preventive measures. 
Symptoms suggestive of impending eclampsia are 
headache, nausea, vomiting, seeing spots before the 
eyes, with dimmed vision, epigastric pains, insomnia, 
or an abnormal desire to sleep, twitchings, oedema, 
high blood-pressure, and albuminuria. When such 
symptoms are present dietary measures should be 
taken — especially avoiding proteins and foods 
rich in cellulose; also attention most be given to the 
eliminative channels. If these do not suffice, 
premature induction of labor is decidedly called for. 

After convulsions have occurred there are two 
methods of treatment: (1) to deliver the patient at 
once; (2) delivery in no case but attempting to con- 
trol convulsions by the administration of morphia or 
chloral or both and venesection. 

Remove toxic material by any rational means 
possible, replacing the same by saline intravenously 
or by colonic irrigations. Assist labor when it is 
developing or when the patient’s condition does not 
improve. 

If actual operative measures are needed, provided 
there be no dilatation of the cervix, the choice of 
methods rests between abdominal cesarean section, 
vaginal casarean section, and instrumental dilata- 
tion of the cervix. Vaginal caesarean section seems 
to offer the best chance for the mother in that it 
seems to involve the least shock and the least chance 
of sepsis. C. D. Hotes. 


Raab, F. H.: Indications for the Advantages of 
the High Incision in Cesarean Section. J. 
Mo. St. M. Ass., 1916, xiii, 76. 

The author gives the following indications for 
cesarean section: 

1. Absolute indications, i.e., conditions which 
admit of no other means of delivery: (1) contracted 
pelvis, as a flat pelvis where the true conjugate is 
less than 7 cm. and the child normal in size; (2) 
neoplasms of the pelvis, uterus, adnexa, cervix, 
vagina, rectum, if sufficient to cause obstruction to 
the birth canal so that a normal birth is prevented; 
(3) additional indications, cicatrices of the vagina, 
or cervix, some cases of ventral fixation, ruptured 
uterus, tonically contracted uterus, accidental 
hemorrhage; (4) eclampsia — by this method of 
treatment the maternal mortality has been reduced 
nearly one half; (5) placenta previa is thus best 
treated, as it offers the best chance for both mother 
and child; (6) condition of the foetus — one with a 
non-moulding head, impacted breach or face, or 
prolapse of the cord, where infection has been 
avoided. 

2. Relative indications: These are cases where 
cesarean section vies with forceps delivery, podalic 
version, pubiotomy, accouchement force, etc. Such 
cases include pelvic deformity, certain cases of 


placenta previa, tonic contraction of the uterus, 
some eclamptic cases, also moribund women where 
operation is done in the interest of the child, or to 
give temporary relief to the mother. 

3. Contra-indications (1) where attempts at 
delivery have been made from below; (2) where it is 
suspected that vaginal examinations have been made 
without aseptic precautions. 

Operation: Choice of time to operate. It is 
best to wait until labor has begun to be sure the 
foctus is mature. However, in a large per centage 
of cases the operation is an emergency operation. 
A high incision in the uterus is of distinct advantage 
for the following reasons: (1) the abdominal open- 
ing is smaller than in the low type of incision; (2) 
abdominal and uterine wounds are separated by 
contraction and involution of the uterus which 
lessens the chance of adhesions, (3) uterine incision 
is made through the part of the organ away from 
the layer of blood-vessels which lessens the danger 
of hemorrhage; (4) incision is made in a portion of 
the uterus less likely to rupture in future pregnancies; 
(5) there is less escape of intestines and omentum 
which lessens the shock and post-operative disturb- 
ances; (6) there is less probability of subsequent 


hernia. C. D. Homes. 
Bell, R. G.: Czesarean Section in a Pitman’s 
Cottage. Brit. M. J., 1916, i, 195. 


The author reports a caesarean section performed 
under unusual difficulties, in a case of contracted 
pelvis. The two previous labors had ended in the 
sacrifice of the children. Operation was successful 
in this instance, a living child was delivered, and the 
patient had a smooth convalescent puerperium. 
Exception might be taken to the opinion expressed 
by the author that many major abdominal opera- 
tions could be done quite as well at the patient’s 
home as in the hospital. Certainly with the 
history of the case in hand transportation to the 
hospital could have been effected long before the 
time of the operation, the need for which was 
evident. Pure F. WiLias. 


Tweedy, E. H.: The Lower Uterine Segment, 
Its Origin and Boundaries. Lancet, Lond., 1916, 
cxc, 565. 

It requires only a very minute portion of the upper 
portion of the cervix to suffice for the growth of the 
lower uterine segment. We must think of the 
cervix as growing large rapidly rather than of its 
being rapidly stretched. These changes in the 
growth of the cervix result from stimulation by 
direct pressure exercised by the ovum during the 
latter half of pregnancy and during labor. To un- 
derstand the progress of the growth of the lower 
uterine segment, it is important to keep in mind 
certain established anatomical and physiological 
features. The endoperitoneal tissue forms an im- 
portant diaphragm for the pelvis. Its fibers are 
inserted into the muscle bundles of the uterus and 
may be considered the tendinous extremities of the 
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latter. The diaphragm is held in tension by the 
uterine muscle; it supports the uterus, prevents 
descent of the contents of the abdomen, and con- 
stitutes a barrier which effectively protects the cer- 
vix from pressure. The os internum opens at an 
early period of pregnancy and this relaxation corre- 
sponds with Hegar’s early sign of pregnancy. 
Consequent on this opening the uterus and ab- 
dominal contents sag downward and the fornices 
become somewhat shallow. The uterine muscle- 
fibers are put out of tension by the opening of the os, 
with consequent contraction and retraction of these 
fibers and the upward movement of the diaphragm 
with its attached blood-vessels and ureter. This 
upward movement produces a still wider opening 
of the diaphragm, permitting the growing ovum to 
pass through it and allowing the latter to exercise 
direct pressure on the structures immediately 
beneath. Bearing these facts in mind we must 
conclude that the cervix is not an elastic structure, 
but, on the other hand, that it has a power of 
extraordinarily rapid growth when stimulated by 
continuous pressure. The similarity in the growth 
of the cervix to that of the growth of the lower 
uterine segment is very apparent, and we have no 
difficulty in following its subsequent development 
into the part known as the lower uterine segment. 
The ring of Mueller must be considered the undilated 
portion of the cervix which has as yet not been sub- 
jected to direct pressure, and Bandl’s retraction 
ring must consist of the structures which go to form 
the internal os. C. D. Haucu. 


Irving, F. C.: The Systolic Blood-Pressure in 
Pregnancy; Observations on Five Thousand 
Consecutive Cases in the Pregnancy Clinic 
of the Boston Lying-In Hospital. J. Am. M. 
Ass., 1916, Ixvi, 935. 


In 80 per cent of pregnant women, the blood- 
pressure ranges from 100 to 130. 

In 9 per cent, the blood-pressure may be below 
100 one or more times. A blood-pressure below 
go does not mean that the patient will have shock 
unaccompanied by hemorrhage at confinement. 

In 11 per cent of cases, the blood-pressure may be 
above 130 One or more times. Age, nationality, 
and parity seem to have some influence on blood- 
pressure. High blood-pressure in the young is more 
frequently a sign of toxemia than in those over 30. 

Elevated blood-pressure is more commonly an 
index of toxemia than is albuminuria, and it is 
apt to be an earlier sign. The degree of elevation 
points more surely to the likelihood of toxemia 
than does the degree of albuminuria. Both, how- 
ever, are of the utmost importance. 

Isolated cases of elevated blood-pressure unaccom- 
panied by albuminuria or evidences of toxemia 
occurred not infrequently. Usually they responded 
to free catharsis. Some pressures remained elevat- 
ed in spite of treatment and apparently were nor- 
mal, during pregnancy at least, for the patients 
who exhibited them. 


A progressively rising blood-pressure, often from 
a low level, even though it never reaches the arbi- 
trary danger point, should be regarded with appre- 
hension as a most valuable sign of approaching 
toxemia. ‘Toxzmia is much more common with a 
blood-pressure above 150 than it is below that point. 

Most cases of eclampsia occurred with a pressure 
of 160 or more. Eclampsia may, however, occur 
with a moderately elevated blood-pressure. 

All toxemics developed both albuminuria and 
elevated blood-pressure. 

While the incidence of eclampsia in .this series is 
about the same as the figures usually given, it is 
significant that two-thirds of the patients who 
developed convuls‘ons absolutely neglected advice 
and refused to return to the clinic. Had these pa- 
tients been discharged against advice during preg- 
nancy for disobeying instructions, very favorable 
statistics would have been obtained. The hospital 
feels that it would have been most unjust to the 
ignorant foreigners, who constitute the vast major- 
ity of its patients, to desert them when they most 
needed skilled hospital care. With proper co-opera- 
tion from the patients and eliminating the fulminat- 
ing cases which develop in a few hours, there is no 
doubt that eclampsia would be practically a pre- 
ventable disease. Epwarp L. CorNeELt. 


LABOR AND ITS COMPLICATIONS 


Wichmann, S. E.: The High Forceps Operation (Zur 
Klinik der hohen Zangenoperation). Nord. med. 
Ark., Stockholm, 1916, Kirurgi, No. 1, p. 11, and 
No. 2, p. 131. 


The author in a very detailed and comprehensive 
article deals with the clinical data obtained in 200 
high forceps operations in the obstetrical clinic of the 
University of Helsingfors from the beginning of the 
year 1890 to the middle of 1914. A short summary 
of each case is given. The matter is so diffuse and 
extensive that only an outline of the points discussed 
by the author can be presented in an abstract. 

Under the heading of material Wichmann dis- 
cusses: Choice of the cases; distribution of the 
material according to differences of maternal pelves; 
size of the children; the manner of presentation of 
head in pelvis; indications calling for high forceps 
operation; age of the mothers and number of labors. 

Under prognosis of high forceps operation, the 
following points are considered: 

1. For the mother: (1) mortality, (2) injuries, 
(3) post-partem hemorrhages, (4) morbidity, (5) 
late results. 

2. For the child: (1) mortality, (a) as regards 
the pelvis and weight of child, (6) age of mother and 
number of previous births, (c) indication for opera- 
tion, (d) mobility or fixation of head; (2) causes of 
death of the children; (3) injuries, late results. 

The technique of the high forceps operation by 
various operators is discussed. Finally the value of 


the high forceps operation as regards position of the 
operation in the therapy of the contracted pelvis, 
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and significance of the resistance of soft parts as 
regards prognosis for mothers and children in high 
forceps operations. The article is accompanied 
by an extensive bibliography. W. A. BRENNAN. 


Mundell, J. J.: Pituitrin in Labor. Am. J. Obst., 
N. Y., 1916, Ixxiii, 306. 

The author has reviewed the rather extensive 
literature which has accumulated on this subject 
during the six years this extract has been used in 
obstetrics. He has collected reports of 3,952 cases 
in which it has been used and gives a table showing 
the unfavorable results which have been reported 
by various writers. There were 6 deaths due to 
rupture of the uterus, but in each case the records 
show that these fatal cases were due to the misuse 
of pituitrin. He finds a foetal mortality of 21 in 
3,952 cases and a maternal mortality of 7. 

This study shows the need of careful analysis of 
all the factors in the case before reporting the good 
or bad effects of such a powerful extract as pituitrin. 

C. H. Davis. 


Skeel, A. J.: Analgesia and Anzsthesia in Obstet- 
ric Practice. J. Am. M. Ass., 1916, lxvi, 797. 


In labors not distinctly abnormal, morphine is 
used during the first stage, and only when the labor 
is expected to last at least four hours longer. The 
author’s indications for morphine during the first 
stage are: 

1. A rigid, hypersensitive os. 

2. Evidence of considerable pain, with a probable 
first stage of several hours, as in most primipare. 

3. The presence of nagging but ineffectual pains 
which irritate and exhaust the patient out of 
proportion to results. 

Accordingly, many patients, particularly primip- 
are, get a single hypodermic of one-sixth grain of 
morphine. 

At the beginning of the second stage, or if the 
patient suffers severely, shortly before dilatation 
is completed, the use of gas is begun. Intermittent 
administration is made at first, that is, during the 
pain only, and with small amounts, as 30 gallons 
of nitrous oxide to 15 gallons of oxygen. As the 
head approaches the pelvic floor and finally strikes 
the perineum, the nitrous oxide is gradually in- 
creased in volume to 50 or 60 gallons and the inter- 
vals between administrations are shortened. This 
gradual increase of the volume of the gas given is 
controlled by the patient’s statement of pain or 
comfort during uterine contraction. As the perine- 
um begins distending and the most painful stage of 
labor arrives, the gas is given still more continu- 
ously until, at the time of crowning, from 70 to 80 
gallons of nitrous oxide are given practically con- 
tinuously. When the head is born, the nitrous oxide 
is at once discontinued and the patient sharply 
revived by a few inhalations of pure oxygen. 

If the woman is a primipare with a rigid, inelastic 
perineum and lacerations seem inevitable, the utmost 
possible relaxation is secured by switching to ether 


and pushing to complete unconsciousness at the 
moment the head crowns the perineum. 

The author enters a vigorous protest against the 
advice at present being so freely given that anyone 
may use gas in labor cases with perfect safety. Gas 
is a powerful therapeutic agent with infinite possi- 
bilities for harm at the hands of incompetent or 
careless users. The statement has been made that 
gas in the hands of an expert is a safe anesthetic, 
but the most dangerous anesthetic if given by a 
novice. ‘This is far too strong a statement to make 
concerning analgesia. Even here, however, some 
knowledge and experience are necessary to secure 
both safety and satisfaction from its use. Moreover, 
the temptation to follow a gas analgesia labor with 
a gas anesthesia for repair is so obvious that all 
those who expect to adopt this method should spend 
sufficient time in special study of the agents they are 
to use so that they can direct its administration. 
This does not mean that a doctor must equip him- 
self as a gas expert. The skill necessary for its use 
in labor can be acquired in a short time, but free 
use of gas by the absolutely inexperienced will 
surely lead to tragedies. Epwarp L. Corne Lt. 


MISCELLANEOUS 


Francis, L. M.: Treatment of Ophthalmia Neona- 
torum. Buffalo M. J., 1916, |xxi, 344. 


The author not only discusses the treatment of 
ophthalmia neonatorum but also those features in 
its management which are of interest to the general 
practitioner. The article may be summed up as 
follows: 

1. Not all ophthalmias of the newborn are 
gonorrhceal; 30 per cent are due to other organisms, 
as the staphylococcus, streptococcus, etc. 

2. There are two classes of ophthalmias, those 
primary infections occurring at the time of birth, 
and those where the infection occurs secondarily 
from extravaginal sources. 

3. Early diagnosis is imperative. All new cases 
of ophthalmia must be regarded with suspicion 
until proven to be of a benign nature; smears should 
be made early. 

4. In unilateral infection, the other eye should be 
protected, and the attendants warned of the danger. 

5. Because of the frequent serious corneal involve- 
ment gonorrhceal ophthalmia should be under the 
care of the ophthalmologist. 

6. Careful and intelligent nursing is as important 
as medical advice in these cases. C. D. Hotmes. 


Barnert, C.: Treatment of Gonorrhceal Ophthal- 
mia. Med. Rec., 1916, Ixxxix, 239. 


The author has used cresatin in a number of 
cases of gonorrhceal ophthalmia and finds it an 
excellent drug. Cresatin is a phenol derivative of 
very powerful germicidal properties, entirely free 
from the corrosive, destructive, action of the or- 
dinary phenols. 

The duration of gonorrhoeal ophthalmia under 
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this method of treatment is twenty-four to forty- 
eight hours after the first application. In most 
cases one application was found sufficient; in none 
were more than two such treatments given. Gono- 
cocci were rarely found after the first application; 
where they did so appear a second application 
effectively disposed of them. 

The technique is as follows: A 25 per cent solu- 
tion of cresatin in albolin is used. The conjunctival 
sac must first be cleared of secretion by means of a 
stream of warm physiological saline or saturated 
boric acid solution, preferably through an undine. 
This is followed by the instillation of a drop or two 
of a one per cent solution of holocaine or cocaine 
to prevent the slight irritation of the next step. 
A small cotton swab is used to apply a drop of cresa- 
tin to the mucosa of the conjunctival sac. It is 
imperative to cover the entire surface of the mucous 
membrane in this application. The after-treat- 
ment consists in keeping the conjunctival sac free 
from pus, and the repetition of the application, 
should occasion demand. Rateu H. Kuans. 


Hannah, C. R.: Injuries to the Infant, Produced 
at Birth. Texas St. J. Med., 1916, xi, 539. 


The author discusses the various causes for birth 
injuries, and gives the histories of four cases of 
long and difficult labor followed by injuries to the 
infants. 

It is in cases of contracted pelvis that the in- 
fants suffer most. Here the use of the forceps pro- 
duces a depressed fracture, a concussion of the brain, 
or an intracranial hemorrhage, any one of which 
may cause a permanent pathological change which 
in later life may explain paralysis, headache, 
epilepsy, and other existing maladies. Usually 
these injuries are the result of the unscientific ap- 
plication of the mechanics of delivery; brute force 
is substituted for proper and thoughtful manipula- 
tions. Prolonged and hard labor pains, which pre- 
vent a change in the foetal blood, are frequently 
found in cases of generally contracted pelvis, and 
in cases with rigid and unyielding perineum. 

In conclusion, the author emphasizes the following 
points: 

That neglect of frequent observance of the 
foetal heart-sounds costs the life of many a child. 

That a slow irregular foetal heart-beat or an ex- 
cessively fast one signifies foetal danger. 

That the presence of lumpy or sea-green meco- 
nium in the liquor amnii in cephalic presentation 
may mean compression, and failure to recognize 
this fact hazards the life of the foetus. 

That pituitrin may cause tetanic contractions 
of the uterus, and if so, an interchange in the 
placental blood may be prevented, which would 
produce hypercarbonization. 

That an irregular and slow foetal heart, or an 
excessively fast one, or the presence of meconium 
in the liquor amnii, are symptoms which indicate 
that the foetus must be delivered or it will probably 
die. 


That if an attempt to deliver is made it should 
first be made certain that the child can be delivered 
alive, and that it will probably live and, second, 
that the mother will not be injured. 

That an internal hematoma, causing internal 
pressure, should be removed early or pathological 
destruction of the nervous system will take place, 
which may cause deformities, imbecility, epilepsy, 
and other forms of degeneracy. Ratpn H. Kuuns. 


Davis, E. P.: Syphilis in Its Relation to Obstetrics. 
Tr. Am. Gynec. Soc., Washington, 1916, May. 


Davis believes that the most positive diagnosis of 
syphilis in the parturient woman and her offspring 
is made by recognizing spirochete. These para- 
sites are found in the walls of the umbilical vein 
and in the connective tissue of the umbilical cord. 
This gives an opportunity for examination in 
suspected cases without exposing mother or child, 
or arousing alarm or suspicion. The parasites are 
never found in the amnion, but occasionally in the 
chorion. When found in the placenta they are in the 
villi and in the walls of these tissues. Should the 
resistance of the placenta be successful, they will 
probably be destroyed by the cells of the villi. 

Syphilis may be diagnosticated from the placenta 
when gummz, placental abscess, or marked over- 
growth of the connective tissue of the placenta is 
present. Normally, the comparative weight of the 
placenta and child is as 1:6, while in syphilis the 
proportion is 1:4, indicating the marked increase 
in size of the syphilitic placenta. Where the mother 
is syphilitic, although the child escapes, the spiro- 
chete are found in the cord in over 50 per cent of 
cases, and where both parents are syphilitic, the 
placenta shows evidence of their presence in 70 
per cent. Syphilis is transmitted from foetus to 
mother through the leucocytes of the umbilical 
vein, or through ruptured vessels of the villi. So far 
as foetal infection by syphilis is concerned, the pa- 
ternal element is much less important than was 
previously supposed. 

The spirochete are found abundantly in the or- 
gans of the syphilitic foetus, and are present in 
three-fifths of all macerated foetuses. 

Where the spirochetz can be found in the blood 
of either parent, or in tissues removed from lesions, 
the diagnosis is positive. Searching for the para- 
sites, the fact must be kept in mind that bichloride 
of mercury, 1:5,000, causes the parasites to disappear 
from tissues, and hence care must be taken lest 
antiseptic precautions destroy the possibility of 
diagnosis. 

Syphilis may form antigens in the milk, which 
protect against active infection. The mother is then 
especially well prepared to nurse her offspring which 
may be, and probably is, syphilitic. Should the 
child be syphilitic and the mother absolutely sound, 
a syphilitic nurse should be secured for the child, 
but if the mother be syphilitic and the child healthy, 
the child should be artificially fed. In doubtful 
cases, it is best to procure a healthy wet nurse. 
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The majority of writers today believe that Colles’ 
law is no longer valid in view of our present knowl- 
edge. The condition known as latent syphilis in the 
mother, the antigens which her breast milk contains, 
and the belief that the foetus conveys syphilis to the 
mother, are proof against the validity of Colles’ law. 

Treatment may destroy spirochete, but unfor- 
tunately toxines produced by the parasites may still 
poison the patient. 

The Wassermann reaction cannot be relied upon 
for a positive diagnosis of syphilis. Pregnant 
patients having diseases caused by protozoa or 
tuberculosis, malignant growths, scarlatina, pneu- 
monia, and eclampsia, may give a positive Wasser- 
mann reaction when syphilis is absent. It has fre- 
quently been observed that a patient having a 
negative Wassermann reaction is greatly benefited 
by antisyphilitic treatment. 

Noguchi’s vaccine, known as luetin, is useful in 
preventing the development of tertiary syphilis. 
It has not been especially successful with pregnant 
women. 

The frequency of syphilis among parturient 
women is difficult to estimate. Fournier found that 
among married women in his clinic, 70 per cent had 
syphilis before marriage, and 40 per cent afterward. 
In the majority, the first signs of the disease appear 
within six months after marriage. When histories 
could be obtained, it was found that the husbands 
had become infected less than three years before 
marriage. ‘The first three years after marriagé is 
the most dangerous period of life for the woman so 
far as infection by syphilis is concerned. Both 
syphilitic men and women should receive continu- 
ous treatment for at least six years before marriage. 

In parturient patients syphilis may cause lesions 
in the genital tract, making spontaneous birth diffi- 
cult or impossible. The mortality of syphilitic or 
parturient women is estimated at 73 per cent, 
largely from mixed infection. Puerperal morbidity 
is much increased by syphilis, and nephritis may 
develop in the puerperal period. 

It is commonly supposed that syphilis is a frequent 
cause of abortion, but this is now being denied. 


In the living newborn, a diagnosis can be made 
by examining the umbilical cord, and detecting 
characteristic parasites in the walls of the umbilical 
vein and connective tissue. In apparently healthy 
children, spirochete are often found about the 
umbilicus. The X-ray is especially valuable for it 
shows in the newborn the osteochondritis which is 
an important symptom of the disease. Syphilis is a 
frequent cause of sudden death in frail, ill-nourished 
infants, in whom there may be no apparent sign of 
the disease. Children born with syphilis may 
remain apparently healthy, and develop disease of 
the joints, the lymphatics, the bones, and the cornea, 
as late as eight years after birth. Both knees are 
often attacked, and the bilateral character of the 
disease differentiates it from tubercular disease of 
the knee-joints which is unilateral. In these cases 
the synovial fluid may give a positive Wassermann 
test. 

Seven per cent of syphilitic children die before the 
end of the first year, and among such tuberculosis 
develops in 12 per cent. 

As regards the frequency of syphilis in the new- 
born among the poor, Fildes found one infant in 
1,015 to be syphilitic at birth, among the poor in the 
east end of London; 3.9 per 1,000 among the women 
gave a positive Wassermann reaction. Pemphigus 
of the newborn is by many not considered 
a syphilitic, but a streptococcus infection. The 
characteristic lesions are found in the palms of the 
hands, in the soles of the feet, and in the peculiar 
staining of the tissues about the mouth and the 
anus. 

Salvarsan treatment is useful for both mother and 
child in acute and florid syphilis, but it will not 
prevent the death of the child in utero from toxemia. 
The majority of observers use salvarsan for acute 
and severe cases, and rely upon mercury and iodine 
to complete a cure. In using salvarsan, the urine 
should be repeatedly examined to observe the excre- 
tion of arsenic. Should this fail, poisoning may 
result. Many prefer to treat the pregnant woman 
by hypodermatic injection of a mercurial prepara- 
tion. 
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ADRENAL, KIDNEY, AND URETER 


Thomas, G. J.: Clinical Review of 240 Cases of 
Non-surgical Infection of the Kidneys and 
Ureters. Urol. & Cutan. Rev., 1916, xx, 127. 


The author analyzes 240 cases of renal infection 
which received urological treatment in the Mayo 
Clinic. Tuberculosis and infection secondary to 
calculus or urinary obstructions are excluded. 
Frequency of urination is the earliest and most 
frequent symptom, 76 per cent. Cystitis, however, 
was noted in only 16 per cent of the cases. Renal 
pain was the initial symptom in 37 per cent, and 
hematuria in only 7 per cent although present at 
some time in 41 per cent. Ninety-five cases had 
bacteriologic examination and 63 per cent of these 
were colon infections. Thomas argues that the 
original ‘‘offending organisms probably lessen the 
resistance of the kidney so that the colon bacillus 
which is constantly passing through the kidney be- 
comes pathogenic.”” The majority of infections are 
bilateral and should be considered so until proven 
otherwise by pyelography and cultural exmination. 
Contamination is frequent, usually from poorly 
sterilized ureteral catheters or the use of an unsterile 
lubricant. 

In treatment, a careful search for foci of infection, 
such as tonsils, teeth, abscesses, furunculosis, 
bone infections, etc., should be made before urologic 
treatment is instituted. Of local treatment, lavage 
of the kidney pelvis and ureters every four or five 
days was most frequently used; lavage with 0.5 to 
3 per cent silver nitrate. Of 150 cases which were 
followed, in 29 per cent the condition remained 
stationary, improved in 46 per cent, and cured in 
18 per cent. Of the 28 cases cured, 6 had auto- 
genous vaccine only; 6, vaccine and urinary antisep- 
tics only; 4, urinary antiseptics only; 2, pelvic lavage; 
and 2, vaccines and lavage; whereas, 2 cases had 
urinary antiseptics, vaccines, and lavage. Three 
cases received no treatment, 2 were operated upon, 
and one had bladder lavage only. Frank Hrvman. 


Crabtree, E. G.: A Method of Demonstrating 
Bacteria in Urine by Means of the Centrifuge; 
the Relative Value of Examinations by Culture 
or Stained Sediment. Surg., Gynec. & Obst., 
1916, Xxii, 221. 

The author calls attention to certain unavoidable 
errors in the diagnosis of urinary infection where 
the clinician relies entirely upon cultural evidence. 
These errors are due to four factors: 

1. The tendency of some common bacteria like 
the colon bacillus when recurring in mixed infections 
to overgrow other perhaps more significant bacteria. 
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This occurrence is most troublesome in bladder 
infections with phosphatic calculi and in coccus in- 
fections of the kidney where a colon pyelonephritis 
already exists. 

2. The tendency of chromogenic bacteria to ob- 
scure other more significant growths in mixed cul- 
ture. 

3. The possibility of formalin sterilization of 
small quantities of urine being washed down from a 
formalin sterilized catheter sufficient in quantity 
to inhibit growth in culture. 

4. Routine culture fails to demonstrate some of 
the more rare bacterial infections because of un- 
suitable cultural conditions and media. 

He calls attention to the value of stained sediments 
as a control to cultural examinations of infected 
urines as a means of avoiding the above errors. 
By his method of eliminating pus from the centri- 
fuged sediment large numbers of bacteria, including 
tubercle bacilli when present, are demonstrated. 
Sufficient evidence as to the nature of the infecting 
organisms is obtained by stained cover-glass pre- 
parations to indicate proper cultural procedures. 
Contaminations are readily recognized from true 
infections by the number of bacteria obtained. 


Schmidt, L. E.: The Réle of Urine Stasis in the 
Etiology of Pyogenic Kidney Infections. 
Lancet-Clin., 1916, cxv, 118. 

Urine stasis is probably the most important 
factor in establishing renal infection. It is generally 
recognized that, if lowered resistance of a kidney be 
present, urine stasis may account for pathological 
changes in the kidney and the sequele which occur. 
Bacterial invasion may take place by these means 
through the ureters or their lymph-channels, pro- 
vided that an infectious focus exists in the bladder 
or the immediate neighborhood. Recent investiga- 
tions have undoubtedly demonstrated the existence 
of a lymph-channel between the bladder and kidney 
by way of the ureter, and this route is, according to 
the author, the most important source of ascending 
renal infection. 

Owing to predisposing factors existing in women, 
such as periods of congestion of their genital organs, 
superinduced by menstruation, pregnancy, and 
labor, the possibility of the establishment of colon 
infections of the kidney is greater than in men, and 
Schmidt believes that this type of infection, al- 
though some statistics state the contrary, is more 
frequently met with in the female sex. 

Owing to the close relation of the intestinal tract 
to the kidney by lymphatic circulation, colon in- 
fections of the kidney are easily accounted for, which 
generally occur on the basis of intestinal congestion 
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and stasis. In the etiology of urine stasis congenital 
renal anomalies of formation or location (horseshoe 
kidney, dystopias with anomalous vessels favoring 
stone-formation, polycystic kidney, etc.) play an 
important réle. Schmidt has observed that many 
of these conditions are the nucleus for later occurring 
renal infections. In 11 cases of congenital poly- 
cystic kidney, which came to operation, 9 were com- 
plicated with infections. The same is true of 
hydronephrosis, in the vast majority of which, 
infection sooner or later necessitates operative 
interference. 

Operative injuries of the ureter, obstructive con- 
ditions connected with advanced renal neoplasms, 
parasitic growths of the kidney, and concrements of 
the upper urinary tract are cited as other and 
frequent sources for renal stasis and consecutive 
renal infection. In looking over his operative 
records, the author found that urine stasis in the 
pelvis of the kidney was an important factor in 
infections of the kidney, that in fully four-fifths of 
his cases the colon bacillus could be demonstrated 
as the infecting agent, and that but a small per- 
centage of cases are ascending in character. 

Owing to the fact that obstructive conditions of 
the urethra are more prevalent in males, consecutive 
infectious changes of the upper urinary tract are 
less frequent in women than in men, a fact that is 
borne out by the author’s statistical compilation of 
his own material. 

The reverse is true of urine stasis due to pathologi- 
cal conditions in the bony pelvis, causing pressure on 
the ureters, which are by far more common in the 
female sex. The greater frequency of renal infec- 
tions in the male, as evidenced by the author’s 
statistics on his own work, is explained on the basis 
of the preponderance of more favorable conditions 
for general infections in that sex. 

The author concludes his very instructive article 
by insisting upon early operative relief for the great 
majority of cases of renal infection as a sequel to 
urine stasis. A more expectant régime may yield 
good results in the frequent cases of colon infection 
consecutive to congestion, while in renal infections 
due to the more common pus-producing organisms 
only active surgical measures are fraught with satis- 
factory results. M. K ROTOSZYNER. 


Danziger, F.: An Unusual Case of Kidney Ripping 
by a Grenade Splinter (Ein ungewochnlicher 
Fall von Nierenzerreissung durch Granatsplitter). 
Berl. klin. Wehnschr., 1916, liii, 160. 

Danziger gives a short clinical report of a very 
interesting and unusual case of ripping of a kidney 
by a splinter of a grenade. On operation the kidney 
was found to be completely torn in two pieces, the 
ureter which was also torn from the bladder being 
attached to the smaller piece. The wound cavity 
was cleaned out and tamponed, the ureter removed, 
and the vessels in the vicinity ligated. The 
peritoneum was not injured. After a few days the 
tampon was withdrawn and the edges of the torn 


kidney united and sutured. The hemorrhage was 
slight and there were no complications. Recovery 
was uneventful. W. A. BRENNAN. 


Stutzin and Gundelfinger: 
Urogenital System 
urogenital Systems). 
1916, xlii, 188, 227. 


War Injuries of the 
(Kriegsverletzungen des 
Deutsche med. Wehnschr., 


Stutzin, who writes from the German Red Cross 
Hospital at Constantinople, discusses the most 
frequent type of injuries of the genito-urinary 
system occurring in war. He gives the details of the 
clinical history in ten cases of this kind observed 
by him. He points out the difficulty of carrying 
out the complicated diagnostic and operative tech- 
nique required in such cases at the front; but says 
that cystoscopy is possible and necessary in the 
field. 

Injuries of the bladder are the most frequent 
type observed. Where the healing is tardy incision 
and drainage must be resorted to. 

In the case of ureteral fistule occurring from 
wounds without spontaneous healing, nephrectomy 
is called for. Sectioning of the bladder is generally 
the rule in the case of urethral injuries. Plastic 
operations are often required on the genital organs 
and when necessary the scrotal skin is best utilized. 
The after-treatment of all cases operated upon for 
urogenital injuries must be carefully watched. 

W. A. BRENNAN. 


Kakels, M. S.: Large Congenital Hydronephrosis 
in an Infant Six Weeks of Age. WN. Y. M. 
1916, ciii, 547. 


Kakels reports this case on account of its rarity, 
the youth of the patient, the large size of the hy- 
dronephrosis, its rapid progress, and its successful 
removal by transperitoneal nephrectomy. 

The infant was six weeks old, ventricose from 
birth, and since birth a gradual and increasing swell- 
ing of the abdomen had been noted. On examina- 
tion the whole abdomen was found to be greatly 
distended, with the swelling bulging from under the 
costal borders on both sides, and toward the right 
flank an elongated mass was felt, with fluctuation. 
The diagnosis lay between a malignant and non- 
malignant growth of the kidney and was corrob- 
orated by the X-ray plate which showed that it was 
a retroperitoneal growth. 

On account of its large size, the growth was ex- 
tirpated transperitoneally, through the anterior 
abdominal route, and goo ccm. of straw-colored 
uriniferous fluid was removed. The sac showed 
that it was continuous with a greatly enlarged kid- 
ney (three times its normal size) made up entirely 
of a distended pelvis, of globular form,.and not pear- 
shaped. There was neither stricture nor dilatation 
of the ureter, but from its obliquity of entrance and 
its anomalous position the author considered these 
factors the etiological element in the causation of 
the hydronephrosis. Louis Gross. 
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Ransohoff, J.: Unilateral Haematuria. 
Gynec. & Obst., 1916, xxii, 275. 


Surg., 


Ransohoff presents a case of pancreatic cyst, 
with what he believes to be the unique symptom of 
hematuria. The tumor was in the left upper 
quadrant, projecting into the loin, distinctly fluc- 
tuating and of slow growth. When first seen it was 
nearly as large as an adult head. Cystoscopic 
examination showed a bloody stream of urine issuing 
from the left ureteral orifice. Indigocarmine injec- 
tion demonstrated equal function on the part of 
the two kidneys. 

Ureteral catheterization and radiographing of the 
renal pelvis was refrained from on account of the 
weakened condition of the patient at the time of 
examination. The barium injection of the rectum 
showed the colon normal. 

°xploration of the left kidney by lumbar incision 
revealed a somewhat larger kidney than normal. A 
diagnosis was made of cystic sarcomata of the left 
kidney. Lumbar exposure of the kidney showed it 
to be normal. Median incision then displayed the 
cyst of the pancreas, projecting between the colon 
and the stomach, with the spleen six or eight times 
its normal size. The pressure of the pancreatic 
cyst on the renal and splenic vein had produced 
the hematuria and the enlargement of the spleen. 
The hematuria disappeared after the operation. 

So far as the author knows, the case is unique, 
since a search of the relevant literature has failed 
to show another case. 

The pancreatic matter of the cysts was demon- 
strated by the presence of the three pancreatic 
ferments: alkaline proteinose, amylose, and lipose. 
There were also present little masses of saponified 
fat. 


Macedo, C.: The Periods of Amelioration in Renal 


Tuberculosis (Los periodos de mejoria en la 
tuberculosis renal). Crén. méd., Lima, 1916, 
XXXii, 33. 


From clinical histories the author deducts that 
during the long periods of arrest or apparent cure of 
renal tuberculosis, some symptoms improve and 
even disappear, while others persist, revealing the 
existence of the primitive pathologic state of the 
kidney. 

The symptoms diminishing in intensity or dis- 
appearing are: (1) lumbar pain; (2) frequency of 
micturition; and (3) hazmaturia. 

The clinical signs which persist are: (1) polyuria; 
(2) albuminuria; (3) pyuria; and (4) bacillus tuber- 
culosis. 

Cystoscopic examinations have proved to the 
author that —(1) acute cystitis of a tubercular 
origin may develop into a chronic state, with a 
normal functioning of the urinary bladder; (2) 
cicatrices of advanced tubercular lesions may be 
observed; (3) in such conditions characteristic 
cystoscopic aspects are met with. 

Renal tuberculosis starts insidiously and develops 
without being discovered by the patient or the 


attending physician; then it confines itself to lesions 
of the renal parenchyma, latent tuberculosis. 
When the patient has reached the stage of acute 
tuberculosis, producing symptoms alarming to the 
patient and permitting of a diagnosis, the tubercu- 
lous process is sufficiently advanced to force the 
abandoning of all hope for a spontaneous cure or 
medical treatment; the end-result is the destruction 
of the kidney. Although renal tuberculosis and 
long living are incompatible, the only salvation of 
life in such cases rests with the surgeon, nephrectomy 
being the only treatment available, with the under- 
standing that all depends on the condition of the 
other kidney and the general condition of the 
patient. Raout L. Vioran. 


Simmonds, M.: Danger of Pyelography (Ucber eine 
Gefahr der Pyelographie). Muenchen med. 
Wchnschr., 1916, Ixiii, 229. 

In a case in which Simmonds made a pyelographic 
investigation for doubtful kidney symptoms, the 
patient died on the third day following. In this 
case 15 cm. of a 5 per cent collargol solution 
were injected into the right kidney pelvis. He 
reviews some other reported cases of death follow- 
ing collargol solution injections. 

From the autopsy made in his own case it is clear 
to Simmonds that collargol poisoning was not the 
cause of death, but that death resulted from a 
streptococcus septic invasion. There were apparent- 
ly erosions in the ureter by which the streptococci 
had found a mode of entrance into the blood stream. 
While it is not clear what part the injection may 
have played in the passage of the microbes, yet a 
5 per cent solution was evidently not bactericidal. 

Among the dangers of pyelography therefore 
must be reckoned one that is usually ignored, i.e., 
septic infection. The surgeon must take special 
precautions to avoid injuries to the kidney tissues 
by the infusion, and if the bladder or lower urinary 
passages are found to contain infective microbes it 
is better to abstain from pyelography. 

W. A. BRENNAN. 


Grossi, V.: Clinical Considerations of Ambard’s 
Constant (Applicazioni cliniche della constante 
di Ambard). Policlin., Roma, 1916, xxiii, sez. 
chir., 41. 

Grossi has made an extensive study of the clinical 
results obtained by himself and others in the applica- 
tion of Ambard’s constant. His own experience 
is based on 51 complete clinical cases in which the 
constant was observed 77 times. He concludes 
that Ambard’s urosecretory constant is like various 
other methods of value in examining the renal func- 
tion, indicating the global alteration of the function 
of the kidney; and that it can in its extreme limits 
confirm a lethal prognosis or cause more caution in 
making an operatory intervention. It is superior 
to the calorimetric method in cases where catheteri- 
zation of the ureters is impossible. 

In regard to the numerical limitations imposed by 
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Chevassu, Grossi believes that they have no ab- 
solute value and that the interpretation of the con- 
stant ought be made in each individual case accord- 
ing to the clinical criteria and the various causative 
factors: azotemia, ureic concentration, daily 
ureic elimination. 

In 5 patients dying from renal insufficiency the 
azotemia was always higher than 1 gram; in one 
case it reached 5.2 gr. per 1,000; in one case for 
some few days before death it fell to 0.3 gr. Three 
cases in which the azotemia was above 1 gr. were 
operated upon successfully and recovered; 1 died 
four months later. 

The ureic concentration in cases of death was 
always below 10 per 1,000. The daily elimination 
was still less and was associated with oliguria. In 
2 patients dying from hematogenous infection of 
the kidney the constant and its factors were almost 
normal. 

From the surgical point of view great value should 
be attached to the ureic concentration and to the 
daily elimination, which correspond in reality to 
Albarran’s two-hour examination of the global 
urine and to Cathelin’s analogous procedures. 

The significance and pathogenesis of the azotemia 
and of the constant are very far from being clear. 
In their present state Grossi thinks that we must 
consider them as simply signs to which it is necessary 
to attach great importance, perhaps just as much 
as to the albumin contents of the urine. 

W. A. BRENNAN. 


Wechselmann: Intravenous Injections of Lactose 
Without Reaction: Sclayer’s Kidney Test 
(Ueber . reaktionslos verlaufende intravenoese 
Milchzucherinjectionen). Berl. klin. Wehnschr., 
1916, liii, 84. 

Wechselmann has been using the lactose test for 
some years past and in many thousands of cases. 
His experience is that it is very reliable when the 
lactose is pure and furnishes a dependable index of 
the kidney functioning. The ill effects which some 
have found after the use of lactose are explainable 
as due to the presence of impurities. 

W. A. BRENNAN. 


Wyman, M. H.: The Phenolsulphonephthalein 
Estimation of Renal Function in a Thousand 
Cases. J.So. Car. M. Ass., 1916, xii, 84. 


The majority of the 1,000 tests were done on 
surgical patients at the Columbia (S. C.) Hospital, 
as a part of the routine examination. 

An output of 70 per cent or over comes only 
from normal kidneys. 

A 60 per cent output may be temporarily observed 
in cases where there are at the same time evidences of 
kidney disease, albumin, or casts, but if the latter 
do not clear up quickly, the output soon begins 
to decrease. 

When a sound kidney is compensating unusually 
well for its diseased fellow, we may find a 60 per 
cent excretion together with albumin and pus. 


But in 95 per cent of cases evidence of kidney dis- 
ease is accompanied by an excretion below 60 per 
cent. 

From the prognostic viewpoint the important 
thing is whether the curve rises or falls. A man 
may be regarded as a good surgical risk with an 
output of but 20 per cent, provided the curve has 
risen and is stationary. F, E. GARDNER. 


Hunner, G. L.: Ureteral Stricture; Excluding 
Cases Due to Tuberculosis and Calculus; 
Report of Fifty Cases. Zr. Am. Urol. Ass., 
St. Louis, 1916, April. 

In discussing stricture of the ureter, the author is 
dealing only with the narrowing of the ureteral 
lumen due to intrinsic disease of the ureter. 

The report of cases is further limited by excluding 
strictures due to tuberculous disease and those 
strictures immediately surrounding a stone. 

Thus limited, inflammatory stricture is a far more 
common disease than formerly believed, the author’s 
cases up to November, 1915, numbering 50 as 
contrasted with 49 nephrectomies for tuberculosis 
and 39 operations for stone in the ureter. 

The author recognizes congenital narrowing as an 
etiological factor in the disease, but thinks its im- 
portance has been greatly overestimated and does 
not classify any of his cases as due to this cause. 

Other causes are gonorrhoeal infection probably 
traveling up the lymphatics from the bladder, and 
pyelonephritic infections which others have con- 
sidered as infecting the ureter by way of the urine 
stream. The author thinks it more probable that 
the ureteral wall involvement is synchronous with 
the pyelonephritic infection and, like it, has a blood or 
lymph stream origin. 

Ureteral stricture from the ordinary pyogenic 
cystitic infections is extremely rare. Traumatic 
cases follow operations, childbearing, and other 
sources of injury to the ureteral wall. 

The author thinks that by far the greatest source 
of ureteral stricture is some distant focus of disease 
such as infected tonsils, sinuses, teeth, or disease of 
the gastro-intestinal tract. 

In such cases the disease settles in the ureteral 
walls and causes the narrowing which in many cases 
is followed by dilatation and later by infection of 
the urinary tract. . 

The symptoms of ureteral stricture are, for the 
most part, due to the obstruction and are identical 
with the symptoms of stone in the ureter. Some 
patients complain only of a more or less constant 
dull, aching pain in the lumbar region. Others have 
this constant dull pain with acute exacerbations of 
pain in the kidney region, and the pain is often re- 
flected down the ureter. There may be bladder 
and rectal tenesmus. Such attacks:may require 
morphia, and either the pain or the morphia may 
bring about severe nausea and vomiting. 

If infection be present, the above symptoms are 
likely to be more severe and are accompanied by 
chills, high temperature, and profound prostration. 
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The congestions incident to exposure, getting the 
feet wet, ‘catching cold,’ and those due to the 
menstrual period, are likely to cause partial or 
complete temporary closure of the inflammatory 
area and to thus bring about a severe attack of 
renal pain. Spontaneous local pain at the stricture 
site is complained of in some cases 

The diagnosis is made on the history, the urine 
examination, and the physical findings. As above 
stated, the history is that of stone in the-ureter or of 
pyelitis. The urine may be quite negative, but it 
usually contains a few red blood corpuscles or 
a few leucocytes, and it may contain both in small 
or large numbers. Particularly after a severe renal 
colic, the urine may be smoky with blood, or if in- 
fection be present it may be turbid with pus and 
bacteria. 

The observation that the urine may be quite 
negative in these cases is a most important one from 
the diagnostic standpoint. ‘Too often with a nega- 
tive X-ray and with normal urine it is concluded 
that the urinary tract is not involved and renal 
catheterization and the obtaining of a pyelo-uretero- 
gram are neglected. The patient is operated upon 
for appendicitis, or some form of exploratory lapa- 
rotomy is done, and the victim continues to suffer 
or to find partial relief in expectant methods of 
treatment. 

If the stricture be located in or near the bladder 
wall, it may be palpated as a definite thickening 
indistinguishable from the infiltration usually 
surrounding a stone, and cystoscopy in such a case 
often shows redness and oedema about the ureteral 
orifice. 

If with the above history and urinary and physical 
findings, one is unable by X-ray and a wax-tipped 
catheter to locate stone in the ureter, a probable 
diagnosis of stricture is justified. 

Repeated obstruction to the renal catheter at a 
certain distance from the bladder is further evidence 
of stricture. 

By melting pure beeswax and making a wax 
spindle on the renal catheter at a short distance 
back of its tip, one can appreciate the obstruction 
to this spindle as it meets the stricture, and a more 
certain diagnostic feature is the ‘‘hang” of this 
spindle on the stricture area as the catheter is with- 
drawn. 

Additional corroborative evidence of stricture is 
the presence of a hydronephrosis, although a mea- 
surable increase in kidney and ureter content may 
be absent even after years of recurrent renal at- 
tacks. 

The trauma of catheterization is often followed by 
a severe renal attack and in the infected cases by a 
typical pyelitis attack. In suspected ureteral stone 
or stricture a large catheter, or preferably a large 
catheter with wax bulb dilator, should be passed to 
dilate sufficiently to avoid this ceedematous closure 
of the lumen after examination. 

The author has seen several cases in which the 
fluid content of the kidney pelvis was less than 


normal. These are usually cases with a prolonged 
infection which has resulted in contraction of the 
kidney pelvis in spite of the mechanical obstruction 
lower down causing symptoms. A pyelo-uretero- 
gram in such cases shows the site of the ureteral 
stricture and a slightly dilated ureter above this 
point. 

The author takes definite issue with the prevailing 
opinion that dilatation of the kidney pelvis and 
ureter are due to infection. Many of his cases 
with sterile urine and no history of previous infection 
have the dilated ureter and pelvis. 

Of 44 cases with urine report, 16 were sterile; and 
of these 16, 11 have notes on the kidney content: 3 
of these were approximately normal, measuring re- 
spectively 8,11,and 12 ccm.; 7 had a hydronephrosis 
ranging from 15 to 30 ccm., and one exceptional 
case with clear urine measured 385 ccm. 

Of 18 infected cases, 15 were measured, 4 being of 
normal or less than normal size, and the pelvis in 
II cases averaging 130 ccm. In this series of cases 
the average duration of symptoms in the sterile 
cases was two and a half years, and in the infected 
cases four years. 

The ideal treatment for stricture of the ureter is by 
dilatation from the vesical approach. Dilatation 
results in relieving the patient’s symptoms and in a 
shrinkage of the distended pelvis and ureter. If 
infection be present, dilatation is supplemented by 
renal lavage, although it is probable that many 
cases would clear up without the lavage simply by 
giving the urine free drainage. In the infected 
cases of long duration, with immense sacculated 
kidneys, one may be unable to clear up the infection, 
but after dilatation of the stricture the kidney 
pelvis shrinks markedly, the urine becomes much 
more clear, and in some cases entirely clear except 
for the bacteria and microscopic pus, and the pa- 
tient is restored to approximately normal health. 
These facts are of vital importance to those patients 
with bilateral stricture. In the cases with mono- 
lateral stricture and with immense hydronephrotic or 
pyonephrotic kidney, conservatism often calls for 
the extirpation of the kidney. This was done in 
six of the author’s cases. 

In cases that cannot be dilated by the vesical 
approach, the author advises extraperitoneal ex- 
posure of the ureter and retrograde dilatation. 
This was done on 8 of his 50 cases, with excellent 
results in 6. Two of his early cases failed to obtain 
complete relief, probably because of insufficient 
dilatation. 

Bilateral stricture was demonstrated in 12 of the 
50 cases. It is probable that systematic examina- 
tion would have shown a larger percentage of bilat- 
eral cases, as some of these 12 had symptoms on one 
side only, and the other side was accidentally shown 
to have stricture in the course of a functional 
test; or after relief of symptoms on one side the 
patient returned later with symptoms in the other 
kidney, and these were found due to stricture in 
the corresponding ureter. 
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BLADDER, URETHRA, AND PENIS 


Woodall, G. W.: Some Problems in the X-Ray 
Diagnosis of Urinary Calculi. Albany M. Ann., 
1916, XXXVH, 116. 

According to Woodall, the X-ray is but one of 
three indispensable means of diagnosis in cases of 
suspected urinary calculi. The other two are: 
(1) a careful history and physical examination; (2) a 
cystoscopic exploration and study of the urinary 
findings from the bladder and kidney. 

He groups the cases from a roentgenologic view- 
point into three classes: 

1. The X-ray findings may be positive and 
easily confirmed by cystoscopic and other data. 

2. The X-ray findings may be negative and very 
misleading unless subordinated to other available 
positive data. Negative cases may suddenly be- 
come positive, due probably to some change in the 
composition of the calculi. 

3. Apparently positive X-ray findings may prove 
to be erroneous when checked by cystoscopic and 
other means of diagnosis. 

Several case histories are given to illustrate each 
group. 

Woodall considers the X-ray to be the most 
valuable single factor in the diagnosis of urinary 
calculi and to be of indispensable service when used 
in conjunction with a carefully taken history and 
exhaustive study of the clinical aspects of the case. 
Used alone, however, without proper confirmation by 
such means as mentioned, it may lead to serious 
error almost as often as it would furnish a correct 
diagnosis. Davip R. Bowen. 


Kelly, H. A., and Neill, W.: Cauterization and 
Fulguration of Bladder Tumors. J. Am. M. 
Ass., 1916, Ixvi, 721. 

The author reports two cases in which cauteriza- 
tion and fulguration were done for bladder tumors. 

The first case, a female, aged 41, had been twice 
operated upon for papilloma of the bladder, five 
and four years previous, respectively. Two years 
previous, cystoscopy had revealed an_ ulceration 
26 mm. in diameter on the posterior wall. There 
was a similar area on the vertex 18 mm. in diameter. 
Repeated fulgurations, covering a period of eighteen 
months, cleared up numerous tumor masses. At 
present the bladder is normal except for two small 
recurrent areas about 4 and 2 mm. in diameter 
about the right ureteral orifice. 

In the second case, a female, aged 38, the cystos- 
copy revealed a large papilloma attached to and 
filling the anterior surface of the bladder. Cystot- 
omy showed a growth 1.5 cm. in diameter attached 
to the posterior wall and three large cauliflower 
growths on the anterior wall protruding into the 
urethra and including the left ureteral orifice. 
Nine tumors in all were removed. There was a 
recurrence two years later the size of a cherry near 
the left ureteral orifice, but after fulguration there 
was no recurrence. 


The authors advocate the acrocystoscope (Kelly), 
its advantage being that it facilitates seeing and 
treating the pedicle of the tumors, thereby shorten- 
ing the period of treatment. There are also two 
slightly diverging needles for fulguration. With 
the open  cystoscope a curved — sickle-shaped 
platinum knife is used. It is hooked around the 
pedicle and when heated is brought forward through 
the pedicle. H. A. Kraus. 


Freund, H.: Experience with Makka’s Operation 
for Ectopia of the Bladder (Unsere Erfahrungen 
mit der Makkas’schen Operation der Blasenek- 
topie). Beitr. z. klin. Chir., 1916, xcix, 99. 

In a very comprehensive paper the author re- 
views a number of original operations by various 
authors and their modifications, citing the advan- 
tages and disadvantages of these procedures in 
detail. Essentially all operations are considered 
under two headings, grouped according to funda- 
mental differences in the technique of the operation: 
(1) In the first group the operator selects the intes- 
tinal tract for disposal of the urine. (2) In the 
second group the operator has in view the formation 
of a new bladder, having no connection with the 
intestinal tract. In these differences and char- 
acteristics lie the advantages and the dangers of the 
various procedures. The advantages and dangers 
of the various operations of Trendelenburg, Maydl, 
Borelius, etc., are given in detail. 

The technique of the Verhoogen-Makkas opera- 
tion is described, especially the Makkas operation. 
This operation consists essentially in utilizing the 
cecum as a bladder and the appendix as an ureter. 
The modifications which have been suggested to 
avoid an ascending infection are referred to. The 
details are given of 5 cases operated upon by the 
Makkas method, including the author’s case. 

The only serious obstacles which might prevent 
the Makkas operation from being carried out are: 
(1) the fact that the appendix may have been re- 
moved previously; or (2) in cases where the appen- 
dix as the result of inflammatory processes may have 
become so altered as to be valueless; furthermore 
(3) the caecum may be fixed normally or by inflam- 
matory adhesions. Freund describes some means 
of obviating these complications. Against the 
disadvantages there are numerous decided ad- 
vantages. 

In summing up his experience Freund concludes: 
(1) Age should be considered; one should not 
operate on a child under five without serious reasons. 
(2) A period of from six to eight weeks should elapse 
between the two steps of the operation, i.e., the 
preparation of the cacum and appendix and the 
removal of the exstrophied bladder. (3) Ureteral 
catheterization and analysis of the specimens prior 
to operation is important. (4) If pyelonephritis of 
both sides already exists, operation is not advised. 

Although in several cases the operation has been 
a failure, yet Freund is of the opinion that this is 
due to the fact that it was not confined to a single 











go INTERNATIONAL ABSTRACT OF SURGERY 


operator, but that in these cases there were two or 
three different operators. He further thinks that 
the results obtained in the cured cases are such as 
to lead to the belief that the Makkas operation is 
the operation of choice in bladder ectopia. 

W. A. BRENNAN. 


MacKenzie, D. W.: Double Urethra with Opera- 
tion; Review of Literature. Surg., Gynec. & 
Obst., 1916, xxii, 344. 

The case reported from the genito-urinary service 
of the Bellevue Hospital was that of a young man 
26 years of age, who was admitted to the service in 
November, 1914. 

The patient had been troubled with enuresis 
nocturna at times since a child; had always passed 
urine from two openings, one in the normal position 
on the glans penis and one in the frenum. About 
1903 a small lump appeared on the center of the 
ventral surface of the penis. It was cut down upon 
and a stone one-half inch in diameter removed 
from the urethra. The sinus still remained. 
About six months later a perineal section was per- 
formed. ‘This opening also refused to close. 

Physical examination showed a well-developed, 
healthy young man, 5 feet to inches in height, weigh- 
ing 150 pounds; urinary meatus normal in size and 
position; sinuses, three in number, one at the 
franum, one about 1.5 inches from the frenum on 
the ventral surface of the penis, and one in the 
perineum. 

Rectal examination showed no abnormalties. 
X-ray of the urinary tract was negative for stone. 
Cystoscopic examination revealed a normal blad- 
der with a small sacule into which the right ureter 
opened. ‘The phenolsulphonephthalein output was 
normal. 

Exploration with probes and sounds revealed the 
existence of a urethra apparently normal except 
for a slight stricture in the bulb admitting a 26 F. 
sound. Of the three fistule, the posterior perineal 
one opened into the membranous urethra just 
behind the stricture. The other two, at the freanum 
and near the scrotum, opened into a common pas- 
sage which readily took a 26 F. sound and entered 
the urethra in the bulb just in front of the stricture. 

The perineal sinus was excised, and its opening 
to the membranous urethra closed. The subja- 
cent canal was slit from the franum to the bulb. 
It was found to be lined with normal mucous mem- 
brane, and surrounded, with its companion urethra, 
by a common corpus spongiosum. It was extirpated 
completely from the bulb forward. The wound 
healed by primary intention, and the patient left 
the hospital passing all his urine through the normal 
passage. 

The male urethra originates from two genetically 
distinct portions of the embryo, the prostatic and 
membranous portions resulting from the urogenital 
sinus, while the remaining portion originates at a 
later period from the folds of the genital ridge or 
tubercle. 


There are two important points to be settled, 
according to Lebrun: (1) Is the abnormal canal a 
urethra or merely some diverticular or canalicular 
excretory formation? (2) Granted it is a true 
urethra, how is its formation to be explained? 

MacKenzie’s conclusions after studying a large 
number of cases are briefly as follows: 

The occurrence of more or less complete duplication 
of the male urethra, involving the canal from the 
bulb to the meatus, cannot be doubted, as a large 
number of well-authenticated instances of several 
degrees of the anomaly have been recorded. Ac- 
cessory canals have been described as being about 
equal in size to the normal urethra and freely com- 
municating with it in the bulb, as in Meisels’ and 
the author’s case. In others one passage was 
smaller than its fellow with which it connected, or 
ended in a cul-de-sac. Perfectly authentic cases 
of accessory urethras extending to the bladder have 
also been reported. 

The pathogenesis of all urethral duplications 
meets with difficulties, and many explanations have 
been suggested, the most probable theory referring 
the formation of a double urethra to anomalies of 
the epithelial urethral strand in the embryo. 


GENITAL ORGANS 


Smith, E. O.: Anatomy and Pathology of the 
Seminal Vesicles. Urol. & Cutan. Rev., 1916, 
=X, 70. 


The author’s report is based on a study of a 
large amount of post-mortem material and brings 
out many points of practical value to the genito- 
urinary surgeon. 

In his series Smith found the greatest variation 
in size and position of the vesicles, and that their 
angle of divergence from the midline varies in dif- 
ferent individuals and in the same individual ac- 
cording to the degree of distention of the bladder. 
Most of the vesicles at their upper pole overlap the 
ureter where it enters the bladder; it thus follows 
that chronic inflammation of the vesicles at this 
point may constrict the ureter, make ureteral cathe- 
terization difficult or impossible, and by back pres- 
sure lower the resistance of the kidney to infection. 

The main blood supply of the vesicle enters at 
the upper and lower poles, consequently careful 
ligation should be done at these points in removing 
the vesicle. The peritoneum occasionally was found 
to extend well down on to the vesicle and the danger 
of entering the peritoneal cavity should be borne in 
mind in operating in this vicinity. 

From the clinical standpoint the most important 
feature of the vesicle examined by Smith was the 
presence of multiple sharp angulations in the tubule 
offering very poor natural drainage. This shows 
that massage of the vesicles to be effective should 
avoid trauma and that satisfactory surgical drain- 
age can only be secured by multiple incisions. In 
seeking for a source of ‘‘focal infections” the vesicles 
should never be overlooked. 
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Calculi were not found in any of the vesicles 
examined by the author and from his experience he 
does not believe that because a vesicle is nodular 
it is necessarily tuberculous. H. L. SANForD. 


Plaggemeyer, H. W.: Tuberculosis of the Seminal 
Vesical and Epididymis. Urol. & Cutan. Rev., 
1916, Xx, 134. 

Tuberculous infection in the genito-urinary tract 
is'as a rule secondary to a focus elsewhere in the 
body, usually in the lungs, intestines, or bones. 
Primary tuberculosis of the genital tract has been 
demonstrated by a number of observers. 

Guisy in 183 cases of urogenital tuberculosis 
found io cases involving the prostate and seminal 
vesicles alone. Saxtorph in a series of 205 cases 
noted g such occurrences. Walker found that 
the disease was stated to be primary in genito- 
urinary organs in 52 out of 174 cases; but he found 
in experimental infections that the lungs were nearly 
always involved and showed the most advanced 
process. 

Generally speaking, genital tuberculosis is rare 
before the fourth month, the percentage increasing 
to a maximum in the third and fourth decade. 

In early life both sides are often affected, but after 
12 the majority of cases are unilateral. In Barney’s 
series of 153 cases of epididymal tuberculosis, 
35 per cent were right, 35 per cent left, and 30 per 
cent bilateral. 

The great mass of evidence points to the epididy- 
mis as the most common seat of primary infection 
in the genital tract. Cabot says, ‘“‘ We should recog- 
nize that urinary tuberculosis is primary in the 
kidney and genital tuberculosis primary in the 
epididymis.’’ Walker found in 279 cases that the 
kidney was first involved in 184, the epididymis in 
80, the prostate in 6, and the seminal vesicles in 2. 
Keyes holds that the weight of evidence goes to 
show that in many if not all cases the prostate 
or vesicle is tuberculous before the epididymis be- 
comes so. There is much authentic evidence that 
the epididymis is in most cases affected first. 

Whether the normal seminal vesicle can harbor 
the cast-off tubercle bacilli without being affected, 
or whether its secretion has a deleterious influence 
upon these organisms is as yet an unsolved problem. 

Considering the rarity of primary infection of the 
seminal vesicle and the developmental analogy of the 
seminal vesicle and the urinary bladder, the method 
of attack upon the kidney in bladder tuberculosis 
suggests the same rule in the vesicles and epididymis. 

Much argument and many experiments have been 
put forth to prove extension of infection in each 
direction, via the vas, some holding that extension 
can take place only in the direction of the current, 
and others that a reserved parastatitis is produced 
by irritation. Ascension by the _ subepithelial 
lymphatics and the blood stream helps to explain 
the passage of the disease upward without general 
involvement of the vas. Ascension seems to be the 
rule; descension the exception. 


When tuberculosis involves the epididymis above, 
epididymectomy should be performed. If both 
epididymes are involved, double epididymectomy 
is indicated. Masculinity is not impaired, and 
sterility has usually already taken place. 

It is questionable if orchidectomy ever is indicated. 

When both éepididymes and testes are involved, 
it is better to incise and drain. The removal of a 
massively involved vas, if advisable at all, is best 
done by the high operation of Cabot. Removal of 
the epididymis and contiguous portion of the vas has 
had a signal effect on the process in the vesicles, 
the infection receding and the vesicles becoming 
fibrous. 

If the process is confined to the. vesicle, vesiculec- 
tomy as advocated by Young is asplendid operation, 
but if the prostate also is involved it should not be 
performed. 

The prognosis of primary tuberculosis of the gen- 
itals in children is usually good, there seeming to be 
a limitation of tubercular processes in all organs 
in children except the meninges. In later life the 
tendency to wider involvements is a strong argu- 
ment for radical operation. 

Hygienic and -climatic treatment both pre- and 
post-operative is of importance. The author favors 
the Corbus idea of active immunization before 
operation. 

The conclusions reached in the report of the 
Massachusetts General Hospital is that until 
ten years has elapsed no patient can be said to be 
cured of tuberculosis. 

In conclusion, genital tuberculosis in the male 
isa grave affection, and, except in the case of chil- 
dren, operation affords the best means of cure. 

The primary focus being removed, the survival 
of the patient depends on the ability of his body to 
immunize itself against the disease. H. G. Hamer. 


Staley, R. W.: Treatment of Non-tuberculous 
Inflammations of the Seminal Duct. Urol. & 
Cutan. Rev., 1916, Xx, 131. 

Surgical treatment of acute epididymitis has 
received considerable attention in recent years. 

Epididymotomy is a simple operation and can 
be done in the office under local anesthesia. Pain 
is relieved promptly and resolution takes place more 
rapidly than by the expectant plan of treatment. 
Mild cases usually resolve fairly promptly under 
palliative treatment. The more severe cases 
justify epididymotomy. Relapsing epididymitis, 
not dependent upon prostatic, seminal vesicles or 
posterior urethral infection, are most successfully 
treated by total extirpation of the affected epi- 
didymis. 

Acute deferentitis usually yields to palliative 
treatment and rarely demands surgery except when 
abcess formation takes place, in which case drainage 
should promptly be instituted. 

The inaccessibility of the seminal vesicles and 
prostate has prevented more frequent use of sur- 
gical measures in acute conditions of these organs. 
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On this account palliative measures must suffice 
in the milder cases, and surgery be reserved for 
cases of well-defined abcess. Fuller’s incision 
or that of Young and Squier will be necessary 
to reach the vesicles, while a slight modification of 
lateral lithotomy will be sufficient in the case of 
prostatic abcess. 

Non-operative treatment of acute prostatitis 
and vesiculitis includes rest in bed, application 
of heat by means of the psychrophore, restricted 
dict, antipyretic. All urethral manipulations 
should be omitted except catheterization when 
:etention occurs. After acute symptoms subside, 
massage is indicated, and in the declining stage 
dilatations of the posterior urethra are of definite 
value. 

Irrigations of the vas, ampulla, and vesicle with 
argyrol or protargol by Belfield’s method is helpful 
in those cases where much débris is expressed by 
massage. In perivesiculitis with impotence, not 
improved by massage or irrigations through the 
vas, a carefully performed vesiculotomy sometimes 
will restore the sexual function. 

Gonorrhceal arthritis is relieved in many instances 
by non-surgical measures, but vesiculotomy or 
vesiculectomy may be necessary for permanent re- 
lief in some cases. Vaccines, bacterial derivatives, 
and phylacogens have been generally disappointing. 

The conclusions are: Epididymotomy represents 
a decided advance in the treatment of acute epididy- 
mitis. Dilatation, massage, and irrigation will 
benefit and control the majority of cases of prostato- 
vesiculitis. Irrigation of the vesicle through the 
vas in properly selected cases is curative. Vaccines 
have some brilliant successes to their credit, and 
should still have a place in the treatment of these 
disorders. H. G. Hamer. 
Silverberg, M.: The Prognosis of Prostatitis. Calif. 
St. J. Med., 1916, xiv, 60. 


There are two methods of determining the con- 
dition of the prostatic gland: (1) its palpation 
through the rectum and (2) the gross and micro- 
scopic examination of the fluid expressed from the 
gland. He states that the palpation of the diseased 
gland may be misleading in that it may be perfectly 
smooth and of uniform consistency, but is usually 
slightly more sensitive to touch than the normal 
prostate. Irregularities in the size and shape of the 
gland are relatively common and are hard to inter- 
pret. In the microscopic examination of the ex- 
pressed secretion the presence or absence of pus- 
cells and their relation to the number of lecithin 
bodies present should be noted. These findings are 
subject to the following errors: (1) the distribution 
of the pathological elements may be uneven and 
the material used in the examination may be from 
the normal portion of the gland; likewise the marked 
involvement of a small focus may furnish enough 
pus to diffuse throughout the entire specimen and 
the error would be made of diagnosing a diffuse 
disease of the gland; whereas in reality there is 
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present only a small focus of disease. The third 
factor in determining the prognosis is the reaction 
of the patient to the various treatments. 

The author states that these conditions some- 
times clear up without treatment, but usually do 
not. Most of the cases persist with a marked 
obstinacy. He states that after a given method of 
treatment has been used for a few weeks if the pa- 
tient does not improve the method should be 
changed either in whole or in part and this plan 
should be persisted in until a method suitable for 
that particular case is obtained. The author 
summarizes as follows: 

1. It is desirable that prostatitis be cured in every 
case, but treatment frequently fails or is otherwise 
unsatisfactory. 

2. The outlook is an important matter to the 
individual as well as from the standpoint of social 
hygiene prophylaxis. 

3. The probable issue is suggested by the history, 
clinical findings, and by closely following the effects 
of treatment. 

There is really no scientific method of establish- 
ing prognosis, though bacteriology may avail here. 
The duration of treatment is uncertain. 

V. D. LEspINAssE. 


McCarthy, J. F.: Some Features of Importance 
in the Diagnosis and Prognosis of Urogenital 
Tuberculosis. Surg., Gynec. & Obst., 1916, xxii, 
330- 


The author calls attention to the importance, in 
urogenital tuberculosis, of investigating the deep 
urethra as well as the bladder. He comments on the 
frequency (hitherto insufficiently emphasized) of 
the associated involvement of the urethral structures 
even in the presence of unilateral renal tuberculosis. 

Attention is also called to the fallacy of operative 
procedure such as epididymectomy, etc., without 
the most careful inspection of the posterior urethra. 

The author feels that, while it is generally recog- 
nized by urological surgeons that operative inter- 
vention such as nephrectomy, etc., for tuberculosis 
should be regarded merely as the preliminary step 
in the treatment of a constitutionally tuberculous 
subject, altogether too little emphasis is accorded 
this fact in operative clinics as well as the hospital 
care of such cases. 

Finally, he emphasizes the supreme importance 
of universal state care of the “surgical”? tubercu- 
lous, non-operative and _ post-operative subject, 
from the economic and humanitarian standpoint. 


MISCELLANEOUS 


Hanzlik, P. J.: Hexamethylenamine as a Urate 
Solvent and Diuretic, and Its Effect on the 
Reaction of Urine. J. Lab. & Clin. Med., 1916, 
h, 32%. 

The author exhaustively reviews the literature 
in order to find the truth about the alleged urate 
and uric acid solvent properties of hexamethylena- 
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mine. The chemistry and behavior of various so- 
called urate solvents indicate only very slight 
chances of success under the conditions existing in 
the body. 

Urate or uric acid solubility depends largely on the 
degree of reaction (hydrogen-ion concentration) 
and the concentration of fluids, and there is no 
evidence to show that hexamethylenamine has 
any particular influence in this respect. 

Recent and reliable evidence shows definitely 
that therapeutic doses of the drug impart to the 
urine no demonstrable uric acid or urate solvent 
qualities. Excessive doses impart only slight and 
practically negligible solvent effects. A greater 
action would be obtained at a much lower cost 
with any of the common alkaline diuretics. 

There is no evidence that hexamethylenamine can 
dissolve urate calculi. 

No substance has yet been discovered which 
would form either soluble or easily oxidizable com- 
pounds with uric acid, under the conditions obtain- 
ing in the body. F. E. GARDNER. 


Zobel, A. J.: Genito-Urinary Symptoms Arising 
from Anal, Rectal, and Colonic Diseases, and 
Vice Versa. J. Am. M. Ass., 1916, lxvi, 496. 

Ulcerative conditions in and about the anal region, 
such as fissures, chancres, chancroids, and perianal 
eczemas are reflexly the cause of frequent and pain- 
ful urination. In acute proctitis, in acute dysen- 
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tery, and in the presence of inflamed and ulcerated 
hemorrhoids, there is sometimes reflex dysuria and 
vesical tenesmus due solely to an irritable rectal 
condition. Cancer of the rectum is usually so in- 
sidious in its growth that an anuria may be one of the 
first symptoms of the disease. A syphilitic stricture 
of the rectum is also apt to be quite insidious in its 
formation, and may give rise to scarcely any rectal 
symptoms, even though it has developed a consider- 
able degree of constriction of the bowel. 

Abnormalities in the urine resulting from colonic 
conditions solely, are occasionally met with. Trans- 
parietal infection through the lymphatics from the 
intestine may be the cause of a cystitis. An en- 
largement of the inguinal glands occurs with chancre 
of the anus. Urethral stricture, polypi in the 
urethra, especially of the deep urethra or its adnexa, 
phimosis, stone in the bladder, gonorrhoea in women, 
and enlargement of the prostate gland, are some of 
the more common reflex causes of anal itching. On 
the other hand, the author states that he has seen a 
very severe scrotal and perineal pruritus caused by 
lesions entirely within the anal canal. 

Neoplastic growths of the bladder, prostate, and 
seminal vesicles may give rise to rectal symptoms 
such as are common in the early stages of rectal 
cancer. In consequence of abscess formation from 
disease or injury to the genito-urinary tract, a 
fistulous tract opening into the rectum is very 
liable to result. H. A. Moore. 
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EYE 


Verhoeff, F. H.: Rosacea Keratitis and Certain 
Other Forms of Marginal Keratitis, Neuro- 
pathic in Origin; Treatment by Pericorneal 
Neurotomy. Arch. Ophth., 1916, xlv, 148. 

Not generally known is the fact that with acute 
coryza and gastro-intestinal disturbances, herpetic 
lesions limited to the periphery of the cornea and of 
a highly distinctive character may occur. 

The author contends that as they are uniformly 
located 1.5 mm. from the limbus, this shows that 
they occur at the terminations of the conjunctival 
nerves in the cornea, and lesions situated 3 or 
4 mm. from the limbus are explained by assuming 
that some nerve branches extend unusually far. 

Since it is generally accepted that facial herpes is 
neuropathic in origin, it is regarded as altogether 
probable that these peripheral corneal lesions are 
likewise so, and the author’s explanation of neuro- 
pathic keratitis in general is that impulses from the 
affected ganglion cells pass backward along the 
ordinary sensory nerves to the nerve terminations 
in the cornea, where they produce, by electrolytic 
dissociation, toxic substances injurious to the tis- 
sues. 

Rosacea keratitis is also regarded as a form of 
neuropathic keratitis, and acting on the above 
theory the author does a partial peritomy to in- 
terrupt the injurious impulses, with the result 
that in fifteen cases operated on during the past 
year he has secured prompt healing in all, with no 
recurrences. 

Rosacea of the skin, being regarded as an angio- 
neurotic condition due to some abnormal constituent 
of the blood, he correlates with the corneal lesions 
by assuming that the same deleterious agent acts 
on the gasserian ganglion and through this on the 
skin and cornea. S. S. Howe. 


Dehogues, T. L.: Treatment of Gonococcic Con- 
junctivitis by Autogonococcic Serum (Trata- 
miento de la conjuntivitis blenorragica por el 
suero antigonococico). Rev. d. med. y cir. de la 
Habana, 1916, xxi, 99. 


The author reports 8 cases successfully treated. 
The first hypodermic injection of the serum con- 
sisted of 1 ccm. Subsequent injections of 2 ccm. 
were made every three or four days. After the 
fifteenth day of treatment no gonococci were found 
in the secretions. Corneal ulceration was found 
in one case, but was slight and yielded to special 
treatment. There were no phenomena of anaphy- 
laxis, and no nervous symptoms. 

W. A. BRENNAN. 
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Smith, S. M.: Aural Complications of Influenza. 
Therap. Gaz., 1916, xl, 165. 

Otitic influenza like other inflammatory changes 
due to the bacillus of influenza is distinguished by 
the intensity, rapidity, and virulence of action, 
frequently involving the mastoid and other adja- 
cent structures, with absence of the usual symptoms. 
The initial observable inflammatory process is a 
severe myringitis, hemorrhagic in character, with 
spontaneous rupture of the membrana tympani in 
forty-eight hours. Early free incision of the mem- 
brana tympani with rest and general eliminative 
treatment are the best prophylactic measures. 

ELLEN J. PATTERSON. 


Packard, F. R.: Report of a Case of Acute Mas- 
toiditis, with Influenzal Meningitis; Treat- 
ment by Operation on the Mastoid and 
Anti-influenzal Serum. Tr. Am. Olol. Soc., 
Washington, 1916, May. 

The patient, a young girl, eleven years old, fol- 
lowing severe chilling, developed what was apparent- 
ly a grippy attack and an acute otitis media in her 
right ear. The author incised the membrana 
tympani and evacuated some pus and the next 
day she had distinct symptoms of a mastoid in- 
volvement, accompanied by some stupor, marked 
Kernig’s sign, photophobia, and muscular rigidity 
of the neck. The mastoid was opened and at the 
same time a lumbar puncture was performed. The 
fluid withdrawn from the spinal column showed an 
influenzal bacilli. Flexner’s anti-influenzal serum 
was injected into the spinal column. Several such 
injections, each of which was followed by marked 
improvement in the patient’s condition, were used 
in the course of the week subsequent to the mastoid 
operation and the development of the meningeal 
symptoms. The child’s mastoid wound did 
well, the meningeal symptoms practically subsided 
and marked drowsiness developed, with a re- 
currence of the symptoms of meningeal irritation. 
The diagnosis of abscess of the temporosphenoidal 
lobe was made and the cranium opened and pus 
evacuated. ‘The child then made an uninterrupted 
recovery. 


Dench, E. B.: Acute Mastoiditis with Unusual 
Symptoms Indicative of Intracranial Involve- 
ment; Operation; Recovery. Tr. Am. Otol. Soc., 
Washington, 1916, May. 

The patient, a young woman aged 17, was op- 
erated upon for mastoiditis on the eighth day after 
the inception of an acute otitis media. The 
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mastoiditis was found to be of the hemorrhagic 
variety. Convalescence was slow, and six weeks 
after the operation the patient was again admitted 
to the hospital suffering from severe headache, gen- 
eral neurasthenic symptoms, and mental depression. 
At this time there appeared also an abducens paral- 
ysis upon the affected side. There was no evidence 
of any labyrinthine involvement, and no aphasia, 
the spinal fluid was negative, and the ophthalmo- 
scopic examination showed each ocular fundus 
normal. 

On account of the severe headache, a large area 
of dura was exposed in the middle cranial fossa, and 
the dura stripped up from the floor of the middle 
fossa as far as the apex of the petrous pyramid. 
No extradural collection of pus was found, and no 
collection of pus was found in the old mastoid wound. 
The patient made a complete recovery. The head- 
ache immediately disappeared, and the abducens 
paralysis disappeared. A rubber tissue drain had 
been inserted deep in the middle cranial fossa at 
this operation. Three days after the operation, 
swelling of each optic papilla was noticed — more 
marked upon the operated side. The rubber tissue 
drain was removed, and the optic neuritis rapidly 
disappeared. 

While the case presents many of the symptoms 
first described by Gradenigo, it differs from them in 
that in these cases some purulent focus has usually 
been found at the time of operation, the presence of 
which. explained the symptoms. In this particular 
case, no such focus was found. It seems probable 
to the author that the cause of the unusual symp- 
toms was a low grade of inflammation spread- 
ing along the dura to the apex of the petrous pyra- 
mid, as an area of dura in the middle fossa was ex- 
posed at the time of the mastoid operation. This 
meningeal inflammation probably caused a certain 
amount of pressure upon the gasserian ganglion and 
also upon the sixth nerve, causing the severe neural- 
gic pain in the head and the paralysis of the sixth 
nerve. 


Dench, E. B.: Obscure Cases of Mastoid Involve- 
ments. JN. Y. M.J., 1916, ciii, 5209. 


This report does not deal with cases where the 
diagnosis is so evident that it can be made by a 
glance at the patient, but rather with those cases 
in which the development of the inflammatory 
process is so insidious and the symptoms so slight 
that a diagnosis is made with the greatest difficulty. 

The author reports several cases in which the 
middle-ear condition had cleared up or was rapidly 
clearing up, but in which the inflammatory process 
in the mastoid was rapidly progressing as was dem- 
onstrated by the operation. From such cases the 
author draws the conclusion that the dctual ces- 
sation of discharge is no absolute indication that 
the mastoid is healthy. Such being the case, the 


author attempts to show how one can tell in a given 
case of acute aural suppuration that there will 
probably be serious mastoid involvement, or how 
one can tell in a given case that any involvement 
has entirely disappeared when the middle ear has 
completely recovered. 

The following diagnostic signs are mentioned: 

1. As to the site of the inflammatory process 
the author states that inflammations confined to the 
lower part of the tympanic cavity are much less 
liable to be followed by serious mastoid infection 
than cases in which the upper part of the cavity is 
involved. 

2. As to the duration of the discharge, the author 
believes that middle-ear involvement which does 
not resolve very definitely at the end of two weeks 
is one of mastoid involvement sufficiently extensive 
to demand at least exploratory operation. 

3. Concerning tenderness on pressure over the 
mastoid the author states that tenderness at the 
beginning does not mean much, but tenderness 
after the fourth or fifth day is of great significance, 
and he adds that tenderness over the antrum is of 
more significance than tenderness over the tip. 

4. The nature of the discharge is of importance, 
as a streptococcus infection is more likely to result 
in mastoid infection requiring operation than is a 
staphylococcus infection. 

5. The sign upon which the author places most 
reliance is a narrowing of the external auditory 
meatus near the drum. 

6. Another important canal sign is an actual 
shortening of the external meatus, a condition in 
which the entire drum membrane appears nearer to 
the entrance of the canal than under normal con- 
ditions. 

7. The above signs acquire additional importance 
where the opposite canal is normal in caliber and 
length. Concerning the swelling of the canal caused 
by furunculosis the author notes that this narrowing 
is more superficial than the narrowing due to mastoid 
involvement. When in doubt the author opens 
the mastoid. 

8. Roentgenograms are mentioned as of great 
assistance. 

9. The general symptoms mentioned as of diag- 
nostic importance are persistent headache and sleep- 
lessness. 

As to temperature and the differential blood 
count, the author is not much influenced by their 
absence. 

In closing, the author cites a case illustrative 
of the diagnostic importance of recurring attacks of 
acute otitis in pointing to mastoid involvement. 
The author feels that this sign needs more careful 
consideration as he argues that these attacks would 
not recur unless a purulent focus existed somewhere 
in the deeper structures of the middle’ ear. 

Otto M. Rort. 
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Veasey, C. A.: The Diagnosis and Treatment of 
Inflammatory Affections of the Nasal Accessory 
Sinuses. Northwest Med., 1916, xv, 73. 


After alluding to the importance of sinus disease 
as a causative factor in many gastro-intestinal af- 
fections, as well as toxamias affecting other portions 
of the body, the author considers the sinuses collec- 
tively and mentions the well-known symptoms of 
headache, tenderness, nasal obstruction and dis- 
charge, dizziness and vertigo, as well as aprosexia 
and neurasthenic symptoms in general. 

As to diagnostic methods the author mentions 
transillumination as one of the best aids. Other 
aids, as the pharyngoscope, X-ray, puncturing and 
irrigating the antrum, and the application of suction 
to the nose, are favorably commented upon. 

As to treatment of the acute condition, the author 
mentions the necessity of securing adequate drain- 
age and ventilation, and this is secured by shrinking 
the nasal mucosa by the application of a weak solu- 
tion of cocaine instead of adrenalin, as the latter is 
apt to produce a secondary swollen condition 
greater than was primarily present. After the 
membrane has been shrunken, the author cleanses 
with a normal saline solution or with a mild alkaline 
solution followed by an application of a 25 per cent 
solution of argyrol and an oil spray. The patient 
is instructed to douche his nose freely with hot 
normal saline solution every hour or two, and to 
take deep inhalations every two or three hours of 
compound tincture of benzoin and menthol, four 
ounces of the former and one drachm of the latter, 
two tablespoonsful being used in one-half pint of 
boiling water. General treatment with calomel, 
saline, aspirin, and phenacetin is recommended. 

The indication for the treatment of the chronic 
cases is likewise, drainage, whether obtained by the 
correction of obstructing septal deformities or hy- 
pertrophied turbinates. After drainage has been 
obtained irrigations are advised and when these 
prove futile, operative interference is justified. The 
author has little faith in the beneficial influence of 
autogenous vaccines. Orro M. Rorr. 


Gatewood, W. E.: 
pharynx. 


Carcinomata of the Naso- 
J. Am. M. Ass., 1916, Ixvi, 499. 


From a review of the literature, the following 
points are gleaned: 

Carcinomata of the nasopharynx are characterized 
by a rather long latent period and most of them 
originate in the vault or on the posterior wall. They 
are more prone to ulcerate and lead to epistaxis than 
other malignant tumors of this region. Extension 
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may take place in four ways: (1) by the inferior or 
pharyngeal route; (2) by lateral prolongation; (3) 
by the anterior or nasal route; (4) by the posterior 
or cranial route. 

Carcinomata of the nasopharynx very rarely 
produces visceral metastases; but as a rule they 
give earlier adenopathy than other tumors of this 
region. About 60 per cent of the carcinomata in 
this region occur in individuals between 40 and 60 
years of age; but they have been noticed in children 
as young as 13, 16, and 17. Otto M. Rorr. 


Molina-De Saint Remy, A. H.: Migraine. .V. J. 
M. J., 1916, ciii, 588. 


Migraine is nasal in origin being due to pressure 
upon the sphenopalatine ganglion, caused by 
swelling of the mucosa of the middle turbinate 
impinging against a relatively high deviation of 
the nasal septum which disturbs the local circula- 
tion and ends in a reflex spasm of the cerebral vessels. 
The treatment indicated is thorough and complete 
submucous resection of the nasal septum with care 
to avoid perforations. ELLEN J. Patterson. 


Callison, J. G.: Papilloma of the Nose. Laryingo- 
scope, 1916, Xxvi, 153. 

The author reports a case of a true papillary 
fibroid in a colored woman, aged 40, which had 
been of 12 years’ duration and previously operated 
upon. When first seen by the author, the left 
nostril was filled with a growth which presented a 
dry, dark, and wrinkled appearance. The nasal 
cavity was so completely filled with the growth that 
a snare could not be passed around it, much less 
the site of origin determined. To effect removal a 
biting forceps was used, and thus its origin from the 
lower border and external surface of the middle 
turbinate was determined. Microscopical exam- 
ination revealed the nature of the growth. Of 
particular interest was the appearance of the 
epithelial cells, which retained their columnar 
character even to the surface. Other features of 
interest in the histological sections were the intense 
purulent infiltration of the epithelium and its ab- 
sence from the connective-tissue stroma, the 
pus-cells in places collecting into groups and form- 
ing cystlike spaces. 

The growth had a tendency to recur, so in order 
to eradicate as thoroughly as possible the base of 
origin and hence to evert the danger of malignant 
change, the author intends performing a Caldwell- 
Luc operation, followed by a radical Mosher opera- 
tion. After this, careful cauterization of the 
tissues with a chemical substance such as trichlora- 
cetic acid will be made. Otro M. Rorr. 
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Dabney, V.: Deaths Attributable to Intranasal 
Operations and Other Instrumentation. Surz., 
Gynec. & Obst., 1916, xxii, 324. 

Deaths following cauterization of the nasal mu- 
cosa, diagnostic puncture, and irrigation or mere 
perflation of the antrum of Highmore are not to 
be expected, but it is surprising that more deaths 
do not follow probing of sinuses, resecting the 
septum, or removing the middle turbinate, in part 
or in its entirety. Polypi removal is more danger- 
ovs than believed for the same reasons, as they 
indicate deep-seated disease and periostitis. In- 
fection is accounted for by the virulence of the 
bacteria, opening wide spaces for absorption of 
toxins, trauma, and continuity of tissue. The 
lymphatics rarely transmit infection, which travels 
by the blood stream or by actual continuity as a 
rule. Cocaine was not responsible for any deaths, 
though adrenalin was. Numerous authors are cited 
to show that adrenalin with light chloroform 
anesthesia is peculiarly dangerous; even with light 
etherization it is thought risky. Deaths due to 
adrenalin were 4; to hemorrhage, 3; to packing 
nose for epistaxis, 1; to puncture, or injection of 
air or fluids into the antrum of Highmore, 10; to 
probing and irrigating frontal sinus, 3; to polyp 
removal, 9; to ethmoid curettement, 4; to turbinate 
operations, 9. 

In the author’s personal case, following resection 
of the lower edge of the inferior turbinate of one 
side, the patient never recovered consciousness 
from the ether, and died in three days from cerebro- 
spinal meningitis. It was probably a case of latent 
meningitis before operation. One death was due to 
exploration of the sphenoid sinus; 9 deaths resulted 
from resection of the septum. Deaths from invasion 
of the antrum of Highmore are due to reflex irrita- 
tion of the vagus through the irritation of the second 
branch of the trigeminus which supplies the interior 
of the antrum. It is demonstrable that the interior 
of the nose is a zone of considerable danger for even 
the slightest instrumental interference, and that 
adrenalin combined with a general anesthetic, 
especially when used for operative assistance, is not 
to be lightly employed. 


Submucous Resection of the 
Ophth., Otol. & Laryngol., 


Blackburn, W. J.: 
Nasal Septum. J. 
1916, XXll, 228. 

The universally gratifying results in a series of 
over a hundred operations for submucous resection 
of the septum leads the author to conclude that a 
deviated septum may be the underlying cause of 
many diseases of the nose, throat, and ear. By 
obstructing the nasal respiration, the resistance of 
the tissues of the nose and throat are lowered and 
patients with deviated septa frequently develop 
ethmoiditis, sinusitis, suppurative otitis media, 
mastoiditis with brain abscess, laryngitis, bron- 
chitis, chronic headache, deafness, tinnitus aurium, 
asthma, hay fever, or other neurotic conditions. 

ELLEN J. PATTERSON. 


Sluder, G.: A Galvanocautery Operation for the 
Lower Turbinate. Laryngoscope, 1916, xxvi, 166. 
The pathological condition for which this tech- 
nique is recommended is general swelling (hyper- 
trophy or intumescence) of the soft parts covering 
the lower turbinates; the clinical condition being 
for the most part nasal obstruction with or without 
eustachian tube irritation. 

To the anteroposterior incision usually made in 
cauterization of the inferior turbinate, the author 
has added: (1) a straight one descending in front 
at an angle of 45 degrees from a point a little above 
the line of attachment of the body of the turbinate, 
to meet tangent the anterior limit of the antero- 
posterior incision and then descending below it to 
the level of the free margin of the vestibule, almost 
to the mucocutaneous junction in the vestibule; 
(2) two curved incisions on the body of the turbinate 
posteriorly which are made, operating from the 
postnasal space, by means of a specially curved 
cautery tip introduced through the mouth behind 
the soft palate. One curved incision is made 
above and one below, each beginning 1 to 1.25 cm. 
in front of the posterior tip and extending backward 
to meet on the lateral wall just at the tip; (3) the 
tip of the cautery is extended forward to a point 
which is to be the posterior end of the anteroposte- 
rior incision and carried backward over the tip to 
the junction of the curved incisions, or even as far 
backward as the cartilage of the anterior lip of the 
mouth of the eustachian tube, especially in those 
cases associated with tubal irritation. 

For all this work the author uses an electrode 
which has no insulation upon it and which con- 
sists of the two copper wires which are united by a 
platino-iridium tip. ‘This permits the wires to be 
separated and spread apart as far as 1 cm. if desired, 
which transforms the narrow tip into a V- or U- 
shaped end as desired. When this is used on the 
pull any tissue to be removed can be engaged in this 
loop and the current turned on, when it acts like a 
spokeshave. 

The author has a definite order of procedure in 
this work which is as follows: 

After anesthetizing the turbinate and soft palate 
the latter is forcibly drawn forward by the author’s 
self-retaining palate retractor. A large warm post- 
nasal glass is used as a tongue depressor. The 
curved electrode is then introduced cold in a hor- 
izontal plane, through the mouth into the pharynx. 
The glass is then slipped back into the postnasal posi- 
tion, and the tip of the cautery is brought forward 
into the affected nostril, put in place, and the 
current turned on. First the lower curved incision 
is made, next the posterior end of the anteroposte- 
rior incision, and then the upper curved incision. 
This completes the work from the postnasal side. 
From in front the author introduces a straight tip 
to meet the middle posterior incision and carries 
this forward until he reaches the anterior end of the 
incision when he changes the direction of the tip, 
placing it near the anterior tip of the middle tur- 
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binate, when it is drawn downward and forward to 
its prescribed lower limit. The tip used is so hot 
that if it were once removed from the tissue it would 
burn itself out. 

The author has employed this procedure in more 
than 1,000 cases extending over a period of seven- 
teen years. Out of this number 3 cases required 
an anterior packing with Simpson’s splints to con- 
trol bleeding. In none of the author’s snare and 
scissors’ operations has the result been so satisfactory 
as with this method. The author has never seen 
the permanent drying or crusting mentioned by 
some men. This method is also applicable to snar- 
ing off the posterior end of the inferior turbinate. 

Two cases are reported in which deafness, not 
responding to any of the operations for nasal 
obstruction, has responded to this method of 
cauterization especially when the posterior line 
extended to the anterior tip of the pharyngeal 
orifice of the eustachian tube. Orro M. Rort. 


Kellogg, F. B.:‘An Improved Submucous Operation. 
J. Ophth., Otol. & Laryngol., 1916, xxii, 215. 


The authar makes his primary incision from high 
up in front of the deviation on the convex side down 
to and half way across the floor. Then elevating 
the membrane above and below the edge of the 
ridge until the mucous membrane of the convex side 
is free except along this edge he inserts the blades of 
a delicate pair of scissors one above and one below 
the ridge and trims off the edge of the ridge leaving 
it attached to the membrane. After elevating the 
membrane on the concave side, he inserts a Bosworth 
saw under the deflection inside the membrane, 
saws off the projecting spur in the plane of the 
septum, removes the spur with forceps, and packs 
with strips of spunk. ELLEN J. PATTerson. 


THROAT 


Hays, H.: A Simple Tonsil Operation Under Local 
Aneesthesia. Med. Rec., 1916, xxix, 419. 


Using Schleich’s infiltration anesthesia, the 
author depresses the tongue firmly and separates the 
tonsil capsule from the anterior pillar working from 
below up with his double-bladed knife. Then using 
his modified aneurism needle threaded with stout 
cord or string, he threads the cord in the deepest 
part of the tonsil from below upward, ties it and 
using the cord as a retractor completes the dissec- 
tion with a Hurd tonsil separator or the index. 
finger. ELLEN J. PATTERSON. 


Shearer, T. L.: The Question of Age in Tonsillec- 
tomy. J. Ophth., Otol. & Laryngol., 1916, xxii, 205. 


Tonsillectomy is indicated in adults under 40 
years, when the patient has hypertrophied or 
diseased tonsils or the tonsils are the focus of 
infection of pathological conditions remote from the 
tonsil. It is indicated also in malignant disease of 
the tonsil irrespective of age, followed by radium 
radiation of the wound. 


Tonsillectomy is contra-indicated in any adult 
suffering from arteriosclerosis, and adults over 
45 are treated satisfactorily by the electrocautery. 

ELLEN J. PATTERSON. 


Friedberg, S. A.: Removal of Tonsils and Adenoids 
a Diphtheria Carriers. J. Am. M. Ass., 1916, 
xvi, 810. 


Several instances have been noted in which the 
local application of kaolin seemed to be without any 
effect on diptheria bacilli. In view of the prompt 
disappearance of the bacilli in these cases after 
tonsillectomy and removal of adenoids, the author 
makes a brief report of the results. 

Six cases are reported, five occurring in children. 
The tonsils were removed after all methods were 
used to rid the throat of diptheria. In two days 
or less the cultures became negative. 

In none of these patients did the operation have 
any different general effects than it has ordinarily. 
In all of the patients the Schick test gave negative 
results just before the operation. Six successive 
negative cultures were required before the patients 
were discharged. 

The results obtained in this series indicate clearly 
that in persistent carriers it may be necessary to 
remove the tonsils and adenoid tissue if it is desired 
to terminate the carrier condition promptly. 

The bacteriologic examination should be made 
with care as it is well known that applications of 
medicinal agents may destroy the bacilli on the 
surface while leaving unaffected those in the crypts 
of the tonsils and the folds of the adenoid tissue. 

As to the time the operation should be performed, 
it is perhaps advisable to wait from two to three 
weeks after the clinical recovery of the patient. 
In the case of the chronic carrier no time limit is 
necessary. Epwarp L. CorNELL. 


MOUTH 


Durante, L.: Tuberculosis of the Tongue. 
Surg., Phila., 1916, lxiii, 143. 


Ann. 


In addition to reporting 5 cases of tuberculosis of 
the tongue, the author gives a very complete bibliog- 
raphy of the literature upon this unusual disease. 
He has been able to collect about 250 cases, some of 
which, however, have been recorded without ana- 
tomicoclinical details. The reason for the relative in- 
frequency of the lesions on the tongue, an organ 
which comes in contact with almost all tuberculous 
infecting material, is due, probably, to two factors; 
(1) to the particular structure of the lingual mucosa 
which resists the direct penetration of the bacillus 
tuberculosis; and (2) to the natural resistance which 
all striated muscle presents to the lodgment of the 
bacilli. Almost all of the cases cited occurred be- 
tween the twentieth and fiftieth year, and no case 
has been recorded as occurring in infancy, the age 
in which tuberculous lesions are so common and 
widespread. From these considerations, the author 
concludes that the tuberculous process in the tongue 
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is assisted by such lesions as trauma of the mucosa 
by pipe stems, by carious teeth, by toxic glossitis, 
etc., and that as these causes are more frequent in 
men than in women, lingual tuberculosis is to be 
expected more frequently in men. Statistics bear 
out this contention, as Chvostek reports one woman 
to every four men and Delavan records one in 
twenty-three. 

While theoretically tuberculosis may be localized 
in the tongue by the blood-vessels, by the lymphatics, 
by direct infection, or by extension from surround- 
ing organs, practically it is impossible to determine 
the exact method of infection. Many of the cases 
reported in the literature as ‘‘primary”’ tuberculosis 
were not controlled by autopsy so that the term must 
be accepted in the clinical sense only. The theo- 
retical possibility of a primary tuberculosis of the 
tongue is practically confirmed by two cases which 
the author collected in which the patients died from 
other causes and careful post-mortem examinations 
gave no evidence of tuberculous infection in other 
organs. In the majority of cases, the localization 
was secondary to a tuberculous process elsewhere in 
the body. From the histologic examination of the 
tissue removed from the five patients reported by 
the author and from the statistics collected by him, 
the indications all seem to point to a hamatogenous 
infection as the most common method of infection 
of the tongue by tuberculosis. 

The anatomical forms of the disease do not rep- 
resent a distinct anatomical entity, but diverse 
forms of the same evolutionary process, depending 
upon the virulence of the bacilli, the local resistance 
of the tissues, and the systemic resistance of the 
patient, are found in various cases and in various 
parts of the tongue in the same case. The begin- 
ning is always characterized by new formation of 
tuberculous nodules which may be localized sepa- 
rately in the dermis of the mucosa or in the lingual 
parenchyma. From this initial localization of the 
tuberculous process, two clinically different types 
may originate. The first presents itself initially 
as a plaque of gray color, somewhat elevated above 
the surrounding mucosa, hard to the touch, and 
without inflammatory reaction. It resembles 
cutaneous lupus, and is very often accompanied 
by lupous lesions of the buccal mucosa, of the nose, 
or of the skin of the face. This type is referred to as 
glossodermatitis tuberculofibrosa, or, should it 
ulcerate, as glossodermatitis tuberculo-ulcerosa. 
When, on the other hand, the parenchyma of the 


tongue is primarily affected nodular tuberculosis 
may result or the lesions may become confluent or 
disseminated in various regions—disseminated 
miliary tuberculosis of the tongue. The second type 
in any of its various forms may maintain its ana- 
tomic individuality for months or years simulating 
either a neoplastic lesion or the localization of 
tertiary lues. The typical tuberculous ulcer has 
irregular margins, sinuous, soft, and reddened, with 
a soft yellow base. It may appear in any region 
of the tongue, but with more frequency on the 
margins and the tip. The adenitis which accom- 
panies it is often bilateral and slightly painful to 
pressure. Usually there is not much difficulty in 
finding the bacillus in tuberculous glossitis, although 
undoubted cases have been reported without the 
bacillus being found. 

The symptoms vary considerably with the stage 
of evolution of the disease. The initial period is 
marked with few or no subjective symptoms. When 
the ulcerative form develops, there is abundant 
salivation and some pain due mostly to the passage 
of food. The pain may limit the mobility of the 
tongue. In the ulcerative type which is complicated 
by secondary infection there is usually painful 
regional adenopathy, but in the closed form of 
lingual tuberculosis it is often absent. 

Diagnosis in the early stage of thé process pre- 
sents great difficulty. Mistaken for epitheliomatous 
neoplasms, amputations of the tongue with radical 
removal of the glands of the neck have been done 
for tuberculous glossitis. Mercurial treatment has 
been employed in 180 reported cases, showing the 
freqeuncy with which it has been mistaken for 
tertiary lues. There are no sure criteria of differen- 
tiation, and it is always well in case of doubt to 
employ the microscopic examination of the tissue 
of the lesion. This can usually be done by frozen 
sections during the operation, as was done in each 
of the cases reported by the author. 

The prognosis is favorable when the tuberculosis 
of the tongue presents itself as a primary and unique 
lesion. It is generally unfavorable when the lingual 
lesion is a late localization secondary to a broncho- 
pulmonary process. 

The treatment of election, which has been avoided 
by previous authors, has been operative when the 
tuberculous lesion of the tongue was single and 
circumscribed. In the multiple and diffuse lesions, 
the treatment recommended has been local with the 
cautery. GATEWOOD. 
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